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Abstract 
 
Violence against women (VAW) is a broad term used to capture aggressive acts 
committed toward women, which consists of numerous types of violence with the most 
commonly known types of abuse being emotional, sexual, and physical. One relatively invisible 
group, women with disabilities, not only experiences emotional, sexual, and physical abuse but 
also a unique type of disability-related abuse, which may increase their risk of experiencing acts 
of violence. This paper examined the health implications of abuse among college women with 
disabilities using a quantitative design involving three surveys: Abuse Assessment Screen-
Disability (AAS-D), Revised Conflict Tactics Scale (CTS2), and Medical Outcomes Study 
Short-Form Health Survey-36-item (MOS SF-36). This project recruited 205 participants, 112 
were women participants, with a breakdown of 12 women with disabilities, 8 having mobility 
impairments, and 100 women without disabilities, to complete the quantitative survey packets. 
The purpose of this study was to address the effects of abuse on the health of women; therefore, 
only the data on women are being reported. There were no statistical significant differences 
between mental health and physical health statuses of women with disabilities and women 
without disabilities or between the mental health and physical health statuses of women with 
mobility impairments and women without disabilities. Women with disabilities who screened 
positive for abuse through the emotional abuse items of the CTS2 and the sexual abuse items of 
the CTS2 had statistically significant different mental health statuses compared to women with 
disabilities who did not screen positive for these types of abuse. The mental health and physical 
health statuses of women with disabilities were statistically significant different for those that 
disclosed physical abuse through the AAS-D physical abuse question and through the direct 
emotional abuse question (i.e., have you ever experienced emotional abuse?). 
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CHAPTER ONE: INTRODUCTION 
1.1 Introduction 
 Violence against women is a worldwide social phenomenon, considered an epidemic by 
the World Health Organization (WHO), affecting an estimated 33% of women (Soler, 2010). The 
United Nations (U.N.) estimates that “up to 70 percent of women and girls will be beaten, 
coerced into sex, or otherwise abused in their lifetime” (U.N. Women, 2011). Violence against 
women (VAW) is a broad term used to capture aggressive acts committed toward women. In the 
United States (U.S.), VAW decreases slightly from affecting 1 in 3 women worldwide to 1 in 4 
women in the U.S. According to Allsworth et al., “Approximately 25% of women have 
experienced some type of physical, sexual, or emotional violence during their lifetime, and 
nearly two thirds of this violence is perpetrated by current or former partners” (Allsworth, 
Anand, Redding, & Peipert, 2009). Violence against women committed by current or former 
romantic partners is known in the literature as intimate partner violence (IPV), also known as 
domestic violence. Women between the ages of 16-years-old and 24-years-old have the highest 
intimate partner violence victimization rate (Feminist Majority Foundation, 2005). This includes 
the primary age range of college students, which “approximately 32% of college students are 
victims of domestic violence” (Feminist Majority Foundation, 2005). These numbers do not 
explicitly state women with disabilities were included. 
The topic of abuse and violence is highly ranked as a concern among women with 
disabilities (Cramer, Gilson, and DePoy, 2003). Women with disabilities are more vulnerable to 
abuse (Nosek, Howland, & Hughes, 2001), with a 40% greater risk of violence than women 
without disabilities (Brownridge, 2006). Yet they remain an understudied subset of the 
population. As a relatively invisible group, women with disabilities, not only experience 
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commonly known types of violence but also disability-related abuse (Nosek, Foley, Hughes, & 
Howland, 2001).  
 Disability is defined by the Americans with Disabilities Act (ADA) Amendments Act of 
2008, as “a person who has a physical or mental impairment that substantially limits one or more 
major life activities of such individual, a record of such an impairment, or being regarded as 
having such an impairment” (Access Board, 2008). Major life activities include both activities of 
daily living (e.g., mobility, eating) and instrumental activities of daily living (e.g., balancing a 
checkbook, grocery shopping). People with disabilities are one of the world’s largest minority 
groups, numbering between 650 million and 1 billion people (WHO World Report on Disability, 
2011). There are approximately 54.4 million people with disabilities, which make up 19% of the 
population, in the United States (U.S. Census Bureau, 2008) and “it is estimated that 26 million 
American women, or nearly 20% of the population of women, live with a physical disability” 
(McFarlane, Hughes, Nosek, Groff, Swedlend, Mullen, 2001, p. 861). Women with disabilities 
represent 4% of the U.S. population between ages 5-15, 11% between ages 16-64, and 42% age 
65 and older.  
 Violence against women has been associated with adverse health implications such as 
worse physical and mental health statuses (Nosek, Howland, & Hughes, 2001; Straus, Cerulli, 
McNutt, Rhodes, Conner, Kemball, Kaslow, & Houry, 2009; Teten, Ball, Valle, Noonan, & 
Rosenbluth, 2009; Thomas, Joshi, Wittenberg, & McCloskey, 2008; WHO, 2009). IPV, 
specifically, has been associated with adverse health implications such as increased risk of 
sexually transmitted infections (Teten et al, 2009; Allsworth et al, 2009), higher rates of cervical 
cancer (Coker, Hopenhayn, DeSimone, Bush, & Crofford, 2009), and, in general, worse physical 
and mental health statuses (CDC, 2011; Straus, Cerulli, McNutt, Rhodes, Conner, Kemball, 
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Kaslow, & Houry, 2009; Teten et al., 2009). Lifetime exposure to IPV has long-term health 
implications as well, especially in regard to physical and mental health statuses (Paranjape, 
Sprauve-Holmes, Gaughan, & Kaslow, 2009).  
According to the Feminist Majority Foundation (2005), “IPV accounts for as many as 
half of 911 calls, and battered women account for 15-30% of emergency rooms visits” (Feminist 
Majority Foundation, 2005). The most severe health implication is death. It has been estimated 
that 40%-70% of women murdered were committed by an intimate partner within heterosexual 
relationships (World Health Organization, 2002). In 2007, there were 2,340 deaths in the U.S. 
resulting from intimate partner violence in which 70% of the victims were women (Centers for 
Disease Control (CDC), 2011). The cost of intimate partner violence to the health care system 
and employers was estimated to be more than $8.3 billion in 2003, by the CDC (2011). These 
numbers provide supporting evidence to the importance of ending violence against women. 
These numbers, again, do not explicitly state if women with disabilities were included. This is an 
important aspect to look at among women with disabilities as health care providers may attribute 
the woman’s physical and mental health statuses on her disability instead of a sign of abuse 
(Nosek et al., 2001). To date, adverse health implications have been relatively unexamined 
among abused women with disabilities. This research project sought to fill this gap in the 
literature. 
1.1.1 Significance of Research 
There were approximately 42,600 students attending a large Midwestern university in 
2012 (UIUC, 2012). Per the Feminist Majority Foundation (2005) approximately 32% of the 
students on this Midwestern university campus were victims of domestic violence or 
approximately 13,632, of the 42,600 students. The university is responsible for providing a safe 
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environment for its students. Women are at greater risk of experiencing violence compared to 
men. Women represented 46%, or 19,600, of the 42,600 university students in 2012 (UIUC, 
2012). This research project targeted a subgroup of this population, women with physical 
disabilities on this large Midwestern university campus. Per the university’s website, there were 
over 1,200 students with disabilities served by the disability services office in 2011 (UIUC, n.d.). 
A majority of these students have a physical disability. However, numbers were not provided on 
how many of these 1,200 students with disabilities were women. 
This research project was a pilot study that examined the health implications of abuse 
perpetrated upon women with disabilities by intimate partners. Potential outcomes from the 
results of this study will be to implement a more effective abuse screening tool at a medical 
clinic, which is the earliest point of intervention in most cases of abuse and an abuse education 
program. 
1.1.2 Research Questions 
This quantitative research project sought to address two questions among women with 
disabilities: (1) is there a difference between experiencing abuse and labeling the experience as 
abuse? (2) is there an association between health and abuse?  
1.1.3 Hypotheses 
The hypotheses of this research project were: (1) women with disabilities do not label 
their experiences of abuse as such and (2) there is an association between health and abuse 
among women with disabilities. 
1.2 Operational Definitions 
The following phrases are fundamental concepts that relate to the basic understanding of 
this research project: 
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 Emotional Abuse -- words or behaviors intended to hurt, such as abandonment, 
accusations, belittling, controlling, corruption, damaging property, dominance, 
exploitation, harming of one’s self-worth, humiliation, ignoring, intimidation, 
isolation, name calling, put-downs, severely rejected, stalking, terrorizing, threats, 
threats of abandonment, threatening a current intimate partner by a former 
intimate partner, threatening of possessions or loved ones, including pets, verbally 
attacking, or withholding of care. 
 
 Physical Abuse -- The intentional use of physical force that has the potential to 
harm or kill such as deprivation of food or water, hitting, slapping, stabbing, 
choking, burning, biting, limiting mobility, restraining, throwing objects, or 
otherwise physically assaulting one’s partner. 
 
 Sexual Abuse -- Being forced, threatened, or deceived into sexual activities 
ranging from nonconsensual completed or attempted penetration, unwanted non-
penetrative sexual contact, or noncontact acts such as verbal sexual harassment, 
by any perpetrator. 
 
 Disability -- According to the Americans with Disabilities Act (ADA) 
Amendments Act of 2008, disability is defined as “a person who has a physical or 
mental impairment that substantially limits one or more major life activities of 
such individual, a record of such an impairment, or being regarded as having such 
an impairment” (Access Board, 2008) 
 
 Physical Disability -- a category of disability that includes mobility impairments, 
vision impairments, hearing impairments, and other impairments that affect 
physical functioning or fine or gross motor ability. 
 
 Mobility Impairment -- a specific type of physical disability in which adaptive 
equipment, such as a cane, crutches, walker, wheelchair, or scooter, is used to get 
around 
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CHAPTER TWO: LITERATURE REVIEW 
2.1 Expanding the Current Abuse Definitions 
The prevalence rates, health implications, and cost of violence against women may be 
underestimated due to the various definitions used to describe the same phenomenon. The use of 
multiple terms to describe the same phenomenon causes issues when trying to operationalize the 
terms for measurement. In addition, definitions of intimate partner violence must be expanded to 
include women with disabilities. Saxton, et al. (2001) state the importance of this issue, “current 
definitions of domestic abuse must be expanded to include abuse in the provider-consumer 
relationship; the experience of women with disabilities should not be treated as a special case but 
as part of the continuum of women’s issues” (Saxton, Curry, Powers, Maley, Eckels, & Gross, 
2001, p.414).  
In order to better understand the negative health consequences of violence against 
women, one problem needs to be addressed; the problem is the various definitions and terms 
used to describe each type of abuse: emotional, physical, and sexual. For example, emotional 
abuse alone is known as psychological abuse, verbal abuse, and mental abuse. Yet, taking into 
consideration the terms used interchangeably for abuse, there are even more terms: emotional 
aggression, psychological aggression, verbal aggression, mental aggression, emotional violence, 
psychological violence, verbal violence, mental violence, emotional maltreatment, psychological 
maltreatment, verbal maltreatment, mental maltreatment, emotional assault, psychological 
assault, verbal assault, and mental assault. This totals to twenty different terms used to describe 
the same phenomenon. Instead of continuing to generate different terms, the definition of 
emotional abuse should be expanded.  
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One strategy that was highly rated as a way to prevent or stop abuse was to educate 
women to recognize abuse (Powers et al., 2009). Education to recognize abuse can be provided 
through the definitions of abuse. The definitions were derived by analyzing studies by Teten, et 
al. (2009), Nosek, et al. (2001), Carlson (1998), and the Centers for Disease Control (CDC, 
2011) creating juxtaposed definitions for the three commonly experienced types of abuse: 
emotional, physical, and sexual. The definitions selected to be analyzed sought to address the 
issue raised by Saxton, et al. (2001). The definitions incorporate disability-related abuse into 
what some may consider “traditional” definitions of abuse. Labeling experiences as abuse may 
not occur but listing violent acts similar to screening tools such as the Revised Conflict Tactics 
Scale (CTS2) and Abuse Assessment Screen-Disability (AAS-D) assists in labeling abuse 
experiences as such. 
Studies by Teten, et al. (2009), Nosek, et al. (2001), Carlson (1998), and the Centers for 
Disease Control (CDC, 2011) were specifically chosen for the purposes of this dissertation to 
have their conceptualized definitions of the three common types of abuse analyzed. The study 
conducted by Teten et al. (2009) focused on dating violence, while Nosek et al. (2001) focused 
on abuse among women with disabilities, Carlson (1998) focused on domestic violence in adults 
with mental retardation, and the CDC (2011) focused on intimate partner violence.  
The CDC is a government agency with the function of “collaborating to create the 
expertise, information, and tools that people and communities need to protect their health – 
through health promotion, prevention of disease, injury and disability, and preparedness for new 
health threats” (CDC, 2010). One of the pledges the CDC has made to the American people is 
“to base all public health decisions on the highest quality scientific data, openly and objectively 
derived” (CDC, 2010). This pledge requires the accuracy of the definitions of the different types 
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of abuse to scientifically infer the prevalence of violence against women, especially among more 
vulnerable populations such as women with disabilities, in order to ensure public health 
decisions are created to positively influence and protect the health of women including those 
with disabilities. 
2.1.1 Emotional Abuse 
In a study conducted by Teten, et al. (2009), “emotional/psychological abuse refers to 
aggressive acts, such as verbal intimidation or threatened or completed acts of violence, that may 
cause emotional trauma” (p. 923). Examples of emotional/psychological abuse under this 
operationalized definition include isolation, controlling, jealousy, dominance, put-downs, and 
name calling. Another study conducted by Nosek, et al. (2001) defined emotional abuse “as 
being threatened, terrorized, corrupted, or severely rejected, isolated, or verbally attacked” (p. 
484). A third study by Carlson (1998) attempted to separate emotional abuse from physical 
abuse. “Emotion or psychological abuse was defined as words or behaviors (except physical 
abuse as defined above [“as acts of physical aggression intended to harm another person such as 
slapping, hitting, punching, kicking, choking, or use of a weapon”]) intended to hurt another 
person, such as name calling, humiliation, threats, or damaging property” (Carlson, 1998, p. 
103). The Centers of Disease Control (CDC, 2011) defines emotional abuse as “threatening a 
partner or his or her possessions or loved ones, or harming a partner’s self-worth.” However, the 
CDC separates out physical and sexual threats from emotional abuse. Examples of emotional 
abuse under the CDC’s definition include stalking, name calling, intimidation, and isolation. 
 There are slight variations among these operationalized definitions. The only agreement 
is that emotional abuse involves threats. Using threat as the core feature of emotional abuse, this 
term needs to be defined. Threat can be used as a noun or a verb. As a noun, threat is defined as 
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“an expression of intention to inflict evil, injury, or damage; one that threatens; an indication of 
something impending,” while the term defined as a verb means to “threaten” (Merriam-Webster, 
2011). Therefore, threats of physical violence, threats of sexual violence, threats of the use of a 
weapon, threats of abandonment, for example, should be included under the definition of 
emotional abuse. Completed acts of violence which was included in the definition by Teten et al. 
(2009) should not be included under the definition of emotional abuse as completed acts of 
violence would be captured among the specific type of violence (i.e., physical, sexual). However, 
this adds a layer of complexity while trying to measure the different types of abuse as multiple 
types of abuse can occur at the same time. For example, during a sexual assault, the perpetrator 
may tell the victim if they go to the police they will come back to kill them subjecting the 
individual to both sexual abuse and emotional abuse.  
Due to the varying definitions, a more comprehensive definition for emotional abuse was 
juxtaposed and was used for this study: 
words or behaviors intended to hurt another person, such as abandonment, accusations, 
belittling controlling, corruption, damaging, property, dominance, exploitation, harming a 
partner’s self-worth, humiliation, ignoring, intimidation, isolation, name calling, put-
downs, severely rejected, stalking, terrorizing, threats, threats of abandonment, 
threatening a partner, threatening of possessions or loved ones, including pets, verbally 
attacking, or withholding of care. 
 
This is an important issue to address as emotional abuse is the most common type of abuse yet 
least understood and researched. Having a standard definition will provide a more accurate 
prevalence rate, a better understanding of the health implications associated with this type of 
abuse, and, hopefully, come up with a better screening tool in order to help identify the signs of 
abuse providing an early intervention point. Women with disabilities are not only susceptible to 
emotional abuse but also a type of abuse unique to this population, disability-related emotional 
abuse, which is when the perpetrator of abuse uses the presence of the woman’s disability against 
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her or as a reason for rejection; for example, Nosek et al. (2001) had a participant share what her 
husband told her, “I would never have married you if I had known you were going to be 
disabled” (p. 183). 
2.1.2 Physical Abuse 
Physical abuse is more standardized than emotional abuse but there are still variations 
and unique features that exist among this type of abuse among women with disabilities. Teten et 
al. (2009) defined physical aggression as “the intentional use of physical force that has the 
potential to harm or kill…involves hitting, slapping, stabbing, choking, or otherwise physically 
assaulting one’s partner” (p. 923). Nosek et al (2001) defined physical abuse as “any form of 
violence against her body, such as being hit, kicked, restrained, or deprived of food or water” (p. 
484). Carlson (1998) defined physical abuse as “acts of physical aggression intended to harm 
another person such as slapping, hitting, punching, kicking, choking, or use of a weapon” (p. 
103) CDC (2011) defined physical violence as a time “when a person hurts or tries to hurt a 
partner by hitting, kicking, or other type of physical force.” Once again, the CDC made physical 
threats its own category which includes “the use of words, gestures, weapons, or other means to 
communicate the intent to cause harm.” The CDC definition is the only one that includes threats 
of physical abuse. It is important that this element be included in the definitions as a perpetrator 
raising a hand threatening to hit or slap a woman may have the same effect as the act itself. This 
again contains an element of emotional abuse adding to the layer of complexity when trying to 
measure emotional abuse. Among physical abuse, the terms abuse, aggression, and violence are 
used interchangeably resulting in the same phenomenon described under sexual abuse of 
exclusion of more subtle mistreatment (Freeborn & Curry, 2009). The examples provided in the 
definitions such as hitting and slapping may seem exclusive to some of the participants; 
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therefore, if they did not experience these exact types of situations, then they may not report they 
have been abused. For example, if a perpetrator throws an object at a woman resulting in a 
bruise, then that incident should be considered physical abuse. These issues are significant for 
disability-related physical abuse as a perpetrator limiting a woman’s mobility (e.g., removing her 
wheelchair battery) can be similar to locking her in a closet, such an incident was not captured in 
the above examples provided in the definitions (Hassouneh-Phillips & Curry, 2002). Due to the 
varying definitions, a more comprehensive definition for physical abuse was juxtaposed and was 
used for this study: 
The intentional use of physical force that has the potential to harm or kill such as 
deprivation of food or water, hitting, slapping, stabbing, choking, burning, biting, limiting 
mobility, restraining, throwing objects, or otherwise physically assaulting one’s partner. 
 
2.1.3 Sexual Abuse 
 Similar to physical abuse, sexual abuse is more standardized than emotional abuse but 
there are still variations and unique features that exist among this type of abuse among women 
with disabilities. Teten et al. (2009) defined sexual violence as “nonconsensual completed or 
attempted penetration, unwanted nonpentrative sexual contact, or noncontact acts such as verbal 
sexual harassment, by any perpetrator” (p. 923) which includes women who are unable to 
consent or refuse. Nosek et al. (2001) defined sexual abuse as “being forced, threatened, or 
deceived into sexual activities ranging from looking or touching to intercourse or rape” (p. 484) 
Carlson (1998) defined sexual abuse as “forced sexual behavior such as being coerced to have 
sex with your partner when you were unwilling or with a third person” (p. 103). The CDC (2011) 
defined sexual violence as “forcing a partner to take part in a sex act when the partner does not 
consent.” The CDC had threats of sexual violence as a separate category which includes “the use 
of words, gestures, weapons, or other means to communicate the intent to cause harm” (CDC, 
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2011). If you combine the CDC’s definition of sexual threats with its definition of sexual 
violence, then each definition of sexual abuse contains an element of emotional abuse, again 
adding to the layer of complexity when trying to measure emotional abuse. The definitions use 
the words abuse and violence interchangeably which may impact the prevalence rate, as the use 
of the word abuse may have excluded the discovery of more subtle mistreatment (Freeborn & 
Curry, 2009). This is of significance as disability-related sexual abuse may range from more 
subtle acts such as demanding a kiss before assistance will be given to a woman with a disability 
to more severe such as rape. Due to the varying definitions, a more comprehensive definition for 
sexual abuse was juxtaposed and was used for this study: 
Being forced, threatened, or deceived into sexual activities ranging from nonconsensual 
completed or attempted penetration, unwanted non-penetrative sexual contact, or 
noncontact acts such as verbal sexual harassment, by any perpetrator. 
 
2.2 Theoretical Framework 
Theoretical explanations shed light on the phenomenon of VAW. According to Jasinski, 
“By understanding some of the risk factors or causes of violence against women, more effective 
prevention and intervention programs can be developed” (Jasinski, 2000, p.5). There are 
numerous theoretical explanations for VAW ranging from macro-level theories, which include 
sociocultural explanations, and micro-level theories, which include intra-individual and social 
psychological explanations (Jasinski, 2000). Theories that incorporate both macro- and micro-
level aspects are known as multidimensional theories (Jasinski, 2000). This research project 
examined VAW within a social ecological model, which falls under the multidimensional theory 
definition as it combines both macro- and micro-level aspects. For this project, the social 
ecological model levels consisted of the following levels: society (United States), policy (ADA 
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and Violence Against Women Act), community (resources/environment), interpersonal 
(relationships), and individual (intrapersonal).  
Figure 2.1 Social Ecological Model Diagram 
 
Bronfenbrenner (1979) created the ecological model as a new way of examining human 
development; looking at the developing person, the environment, and the interaction between the 
two. The metaphor offered by Bronfenbrenner (1979) illustrates the interplay between all of the 
levels of the social ecological model, as the figure above attempts to do as well, “The ecological 
environment is conceived as a set of nested structures, each inside the next, like a set of Russian 
dolls” (p. 2). Continuing on with Bronfenbrenner’s (1979) original model Sallis and colleagues 
go on to explain that a strength of examining multiple levels of influence through social 
ecological models is that “Ecological models can incorporate constructs from models that focus 
on psychological, social, and organizational levels of influence to provide a comprehensive 
framework for integrating multiple theories, along with consideration of environments and policy 
in the broader community” (Sallis, Owen, & Fisher, 2008, p. 466). For example, the Americans 
with Disabilities Act (ADA, 1990) states all abuse-related resources should be accessible to 
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women with disabilities. The influence of the ADA on the accessibility of abuse-related 
resources is included within a social ecological model; whereas, this factor is not taken into 
consideration within other theories.  
The social ecological model is tailored to show that the different levels are constantly 
interacting to influence violence against women. This model has four core principles: 
“(1) There are multiple influences on specific health behaviors, including factors at the 
intrapersonal, interpersonal, organizational, community, and public policy levels; (2) 
Influences on behaviors interact across these different levels; (3) Ecological models 
should be behavior-specific, identifying the most relevant potential influences at each 
level; and (4) Multi-level interventions should be most effective in changing behavior” 
(Sallis, et al., 2008, p. 466) 
 
 White (2009) proposes gender being at the center of her proposed social ecological model 
and social identity as a meta-construct since identity is influenced by all levels. The other levels 
in her social ecological model: individual (intrapersonal), assault, microsystem (interpersonal), 
meso/exosystem (social networks/ community), macrosystem (society), and chronosystem, 
which is defined as “…the ongoing changes and cumulative effects that occur over time as 
persons and their multiple environments interact” (White, 2009, p.9). Three of the four principles 
have been met by White (2009), the fourth principle was not the focus of the article; thus, 
interventions were not addressed. 
 The additional components proposed by White (2009) may bring complications to an 
already complex health behavior. A strength of the social ecological model is that it allows for an 
integration of theories. Both gender and identity formation are characteristics at the individual-
level, which is affected by all the other levels. Therefore, adding these components should be 
avoided and instead a theory incorporating these components at the individual level should be 
considered. Since one of the basic assumptions of the model is that all levels are constantly 
interacting then it is understood that individual characteristics will be affected; thus, choosing the 
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correct theory for the individual level is the issue instead of adding additional levels to an already 
level-heavy model. 
 White (2009) examined adolescent dating violence, continuing with a subgroup of this 
age group, Banyard and Cross (2008) focused specifically on teen dating violence. A strength of 
the White (2009) study was the focus on all levels of the social ecological model; whereas, 
Banyard and Cross (2008) only focused on the intrapersonal and interpersonal (social supports 
and relationship) levels. A limitation of both studies is the focus on physical and sexual abuse 
only leaving emotional abuse unexamined. Banyard and Cross (2008) did a cross-sectional study 
examining the negative mental health and educational outcomes among teens in 7
th
 through 12
th
 
grade who experienced dating violence with a convenience sample of 2,101 participants with 
51% being female. Dating violence was found to be “associated with higher levels of depression, 
suicidal thoughts, and poorer educational outcomes,” (Banyard & Cross, 2009, p.998) such as 
dropping out of school, while identifying social support from parents and community as potential 
protective factors, more so, for girls. One limitation of this study is it was a cross-sectional study. 
This type of study can show correlations and associations between abuse and negative mental 
health and educational outcomes but cannot prove causation. Another limitation was the lack of 
examining all levels of the social ecological model such as school policies on teen dating 
violence. 
 Shifting from adolescent and teen violence to intimate partner violence, Sitaker (2007) 
met all four core principles of the social ecological model with four levels: individual, 
interpersonal, community, and cultural context. Unlike White (2009) who proposed assault as a 
separate level, Sitaker (2007) does not, instead the interpersonal level contains the abusive 
relationship and family and friends, similar to Banyard and Cross (2008). Community is the next 
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level which contains the institutions and social structures in the community. Sitaker (2007) 
included social networks and peer groups in this level. The placing of social networks in this 
level may be questionable since family and friends are considered an individual’s social network, 
which were included in the interpersonal level. The definition of social network was not 
provided, which is important for future studies to determine which level to be place for 
intervention purposes; yet, later, Sitaker (2007) mentions social supports, not social networks, 
appear to be a protective factor. These two terms appear to be used interchangeably but are 
different. Social networks can be defined as “…the web of social relationships that surround 
individuals,” (Heaney & Israel, 2008, p. 190) which social support may or may not be provided 
by the members of one’s social network. Social support can be defined as “aid and assistance 
exchanged through social relationships and interpersonal transactions” (Heaney & Israel, 2008, 
p. 191). The fourth, and final, level of Sitaker’s (2008) social ecological model is cultural 
context. This level contains “the economic and social environment, representing the general 
views and attitudes that permeate the culture at large” (Sitaker, 2008, p. 183). These discussion 
points, however, are inappropriately elaborated on under the community level such as male 
dominance and masculine ideology. 
 Up to this point, the literature reviewed did not include violence against women with 
disabilities. This relatively invisible group of women not only experience the same types of 
abuse as women without disabilities but also disability-related abuse, which increases their risk 
for abuse (Nosek, Foley, Hughes, & Howland, 2001). One major change to the social ecological 
model occurs when women with disabilities are included, and that is the addition of an 
environmental level (Curry, Hassouneh-Phillips, & Johnson-Silverberg, 2001). This level 
includes the accessibility of community resources to leave abusive relationships, such as 
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domestic violence shelters, which inaccessibility of these resources has been identified as a 
barrier for women with disabilities (Curry et al., 2001). 
 The cultural level is expanded as well when women with disabilities are included in the 
public health issue of violence against women. The way society views women with disabilities 
increase their vulnerability to abuse (Carlson, 1997; Curry et al., 2001). For example, “because 
women with disabilities are stereotyped as passive, asexual, and dependent, they have been 
stripped of traditional female roles such as caregiver, mother, and wife” (Curry et al., 2001,73). 
This view of women with disabilities as asexual may result in a “lack of education about 
appropriate sexual behavior” (Curry et al., 2001, p. 73). If disabled women are not provided 
education about inappropriate, abusive behaviors, then they will not label the behaviors as such. 
The labeling of experiences as abuse is associated with issues in determining the 
prevalence of abuse in society and help-seeking behaviors. Women may not use the term “abuse” 
due to the negative perception and stigma of the word itself carries. This is one reason why some 
abuse screening tools list behaviors instead of directly asking, “Have you ever been abused?” 
While a woman may not label or recognize she is in an abusive relationship, she may experience 
adverse health implications, which may cause her to seek assistance from a health care provider 
for the health condition not abuse; therefore, it is important for healthcare providers to recognize 
signs of abuse. 
In conclusion, while most studies using SEM do not focus on all levels, this study 
showed the interactions between all levels of the SEM. The quantitative surveys expect to focus 
more on the first two levels: individual and interpersonal; however, the results should impact the 
community-, policy-, and society-levels. For example, if it is shown that women with disabilities 
have adverse health effects due to being in an abusive relationship, then the community 
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resources should respond by looking for these health consequences as signs of abuse; thus, 
affecting their policies. These policy changes will hopefully be shared with other organizations 
creating additional policy changes and educational tools to help society at large identify abuse. 
2.2.1 Society 
American society’s perception of women with disabilities views having a disability as a  
protective factor that would protect women from abuse (Nosek, Foley, Hughes, & Howland, 
2001); yet, this is quite the opposite, as having a disability is a risk factor for abuse (Nosek et al., 
2001). Nosek et al. (2001) states, “The reaction of the general public, medical professionals, and 
disability-related service providers to information about abuse of women with disabilities is often 
one of shock and disbelief, as if they believe that disability is somehow a protective factor 
against this epidemic social problem” (p.178). 
Women with disabilities have an increased vulnerability to sexual abuse based on the 
stereotypes of them being “asexual, childlike and dependent or oversexed, undiscriminating and 
“easy”” (Dotson, Stinson, Christian, 2003, p. 196). These stereotypes have had devastating 
effects in the past for people with disabilities by infringing on their reproductive rights, 
especially among women with disabilities. The rise of the Eugenics Movement in the late 
nineteenth century sparked these inaccurate stereotypes of women with disabilities that still 
reverberate to this day (Dotson, et al., 2003). The main premise of the Eugenics Movement was 
to control who may reproduce in order to improve the human race as it was believed heredity 
was responsible for disabilities. The Eugenics Movement painted women with disabilities as 
“unfit for procreation and as incompetent mothers” (Saxton, 2010, p. 122). This line of thought 
has attributed to other stereotypes as women with disabilities being dependent and asexual, 
which are still present to this day. During the Eugenics Movement, these ideas provided the 
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groundwork to take away their reproductive rights by involuntarily sterilizing thousands of 
women with disabilities to prevent the spread of disabilities. Even though involuntary 
sterilization is now illegal, some women with disabilities are still subjected to having their 
reproductive rights being violated by being provided birth control without their knowledge or 
without informed consent as to the purpose of the medication which is still reminiscent of the 
Eugenics Movement (Dotson, et al., 2003). Another issue with these inaccurate stereotypes 
results in denying one’s sexuality; thus, not providing the proper education about appropriate and 
inappropriate sexual boundaries which may increase the vulnerability of abuse among women 
with disabilities. This vulnerability requires further investigation as one reported prevalence rate 
of sexual abuse among women with developmental disabilities is as high as 70% (Dotson, et al., 
2003). 
In regard to PA abuse, “Some people think abusive treatment is necessary to manage 
people with disabilities or blame disabled victims for the abuse they suffer, and because they 
hold these beliefs they consider domestic violence against people with disabilities to be justified” 
(NCADV, n.d.). Therefore, it is of major importance to educate society about people with 
disabilities in order to change misconceptions such as these. Education is a powerful tool and 
will be needed in to help eliminate violence against people with disabilities. 
2.2.2 Policy 
 The U.S. Congress passed two distinct yet not mutually exclusive policies into law to 
address violence against women and rights for individuals with disabilities: the Violence Against 
Women Act (VAWA, 1994) and the Americans with Disabilities Act (ADA, 1990). These 
policies, following the foundation laid by the civil rights and feminist movement, addressed 
issues relating to violence against women and people with disabilities as human rights violations, 
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impeding on the right to participate fully in society. This paper discusses these policies and offer 
suggestions to increase protection for women with disabilities experiencing violence. Violence 
against women is a relatively recent concern for social scientists, activists, and legislators and 
has only been considered a serious social problem since the late 1960s and early 1970s (Jasinski, 
2011), when the extent of IPV was uncovered by the Battered Women’s Movement (Tierney, 
1982).  
The United States Congress responded to the increased awareness of VAW as a 
significant social problem by passing comprehensive landmark legislation, the Violence Against 
Women Act (1994) (Meyer-Emerick, 2002), which was Title IV of the Violent Crime Control 
and Law Enforcement Act (1994). Sexual assault was the main focus of the VAWA (1994), 
calling for federal penalties for sex crimes and providing new evidentiary rules for alleged sexual 
misconduct. A strength of the VAWA, Subtitle B: “Safe Homes for Women” was that funds 
were specifically provided to begin operation of the National Domestic Violence Hotline. This 
subtitle also implemented mandatory arrest in domestic violence calls, as well as provided 
harsher punishments for those who crossed state lines to harm their intimate partner, which 
included emotionally abusive acts such as harassment, intimidation, coercion, and duress, and 
physically abusive acts such as injury. This is called Interstate Enforcement. While some 
individuals consider these punitive measures as strengths of the VAWA, others consider them 
shortcomings, potentially placing victims in more danger (GlobeNewswire, Inc., 2012) because 
the abuse may get worse upon the abuser’s release from jail due to anger about being arrested. 
Another shortcoming of the VAWA identified is the lack of consistent definitions of violence 
against women which has negative impacts of the resources victims have access 
(GlobeNewswire, Inc., 2012). 
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The original VAWA (1994) did not exclude women with disabilities, but it also did not 
specifically target them as a population vulnerable to violence. The U.N. resolution 48/104 
Declaration on the Elimination of Violence Against Women (February 23, 1994) did voice 
concern that some groups of women, such as women with disabilities, were more vulnerable to 
violence. Despite the U.N. resolution, which followed the U.N.’s “Decade of Disabled Persons,” 
which began in 1983, and the passage of the Americans with Disabilities Act (ADA, 1990), the 
VAWA did not mention or provide funding for services directed toward women with disabilities. 
The latter did not occur until the 2000 Reauthorization of the VAWA. This may be due to 
American society’s perception of women with disabilities, which views having a disability as a 
protective factor that would protect women from abuse (Nosek, Foley, Hughes, & Howland, 
2001). The VAWA should take into consideration disability-related abuse and put resources in 
place to assist women with disabilities experiencing abuse.  
While the VAWA and ADA are policy efforts in the United States to eliminate violence 
against women with disabilities, the World Health Organization (WHO), which is a specialized 
agency of the United Nations, are making efforts at the international level. The first of the three 
mandates of the United Nations is, “To collect information on violence against women and its 
causes and consequences from sources such as Governments, treaty bodies, specialized agencies 
and intergovernmental and non-governmental organizations, and to respond effectively to such 
information” (UN, 1996). Recently, the WHO conducted a multi-country study on women’s 
health and domestic violence with the data being collected between the years of 2000 and 2003 
in ten countries: Bangladesh, Brazil, Peru, Thailand, United Republic of Tanzania, Ethiopia, 
Japan, Namibia, Serbia, and Montenegro. One study sought to find the protective and risk factors 
associated with intimate partner violence (Abramsky, Watts, Garcia-Moreno, Dervies, Kiss, 
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Ellsberg, Jansen, & Heise, 2011), while another study focused on intimate partner violence on 
women’s physical and mental health (Ellsberg, Jansen, Heise, Watts, & Garcia-Moreno, 2008). 
These two studies address the first mandate of the United Nations. The second mandate is, “To 
recommend measures and ways and means, at the national, regional, and international levels, to 
eliminate violence against women and its causes, and to remedy its consequences” (UN, 1996). 
This research project seeks to add to the information obtained by WHO’s multi-country study by 
expanding the information to include women with disabilities as well as start to address the 
second mandate. 
A study addressing the consequences of abuse mentioned in UN’s first mandate, Ellsberg 
et al. (2008) found significant associations between IPV and self-reported poor health. This 
finding is supported by numerous studies conducted in the United States that found IPV has been 
associated with adverse health implications - such as worse physical (e.g., headaches) and mental 
(e.g., depression) health statuses than women who have not experienced violence (Nosek, 
Howland, & Hughes, 2001; Straus, Cerulli, McNutt, Rhodes, Conner, Kemball, Kaslow, & 
Houry, 2009; Teten, Ball, Valle, Noonan, & Rosenbluth, 2009; Thomas, Joshi, Wittenberg, & 
McCloskey, 2008; WHO, 2009). Other adverse health implication associated with IPV are sexual 
transmitted infections (STIs) and cervical cancer as well as multiple other health implications 
such as, depression, substance abuse, smoking, pregnancy, and sexual risk behaviors (Teten et 
al., 2009). These findings show the importance of eliminating violence against women, in 
addition, show a dire need to remedy the consequences of violence. 
Addressing the second UN mandate, Abramsky and colleagues (2011) found three 
protective factors from intimate partner violence: secondary education, high socioeconomic 
status, and formal marriage and several risk factors. The risk factors are significant as they offer 
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a key at helping to eliminate one aspect of violence against women, namely intimate partner 
violence. These risk factors are: “alcohol abuse, cohabitation, young age, attitudes supportive of 
wife beating, having outside sexual partners, experiencing childhood abuse, growing up with 
domestic violence, and experiencing or perpetrating other forms of violence in adulthood, 
increased the risk of IPV” (p. 1). These risk factors are similar to studies conducted in the United 
States which suggest that the real solution to eliminating IPV is by addressing these risk factors, 
which would include alcohol treatment, therapy, counseling (GlobeNewswire, 2012). Not 
including treatment options such as these for the perpetrator in the VAWA is a criticism of the 
US policy. 
The United States is considered a pioneer for its policies on violence against women 
(Postmus & Hahn, 2007). However, there is much work to be done in order to eliminate violence 
against a subset of the population that the Violence Against Women Act (VAWA) targets, 
women with disabilities. While the Americans with Disabilities Act (ADA) offers guidelines to 
make services available to women with disabilities, the lack of enforcement is an issue, in 
addition to the lack of education to make services, such as domestic violence services, accessible 
to women with disabilities. The United Nations efforts to decrease violence against women 
internationally must be acknowledged as an influence to reducing violence against women in the 
United States. These efforts should continue to be incorporated into policies created by the 
United States government with the goal to eliminate violence against women. 
2.2.3 Community (resources/environment) 
2.2.3.1 Help-seeking Behaviors. Women’s knowledge of available abuse-related 
resources in the local area at both the campus- and community-level should be increased to assist 
with the utilization of such services when they are in need. Examples of these types of resources 
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are medical and legal services, such as emergency rooms and restraining orders, respectively. 
However, accessing these resources to escape IPV may depend on the type and severity of abuse. 
Women of IPV who experienced sexual abuse were 1.3 times likely to seek medical care 
compared to women who experience emotional abuse only; whereas, women who experienced 
physical abuse or sexual abuse sought legal services 3.2 times and 1.6 times more, respectively 
(Duterte, Bonomi, Kernic, Schiff, Thompson, & Rivara, 2009). Women of IPV experiencing 
emotional abuse were least likely to seek medical and legal services until it became severe which 
is a cause for concern. As best stated by an informant in Johnson’s (2008) book, “A Typology of 
Domestic Violence,” noting that verbal abuse is used interchangeably with emotional abuse,  
“I used to say I found the verbal abuse much worse than the physical abuse. Even though 
the physical abuse was terrible. Because I suppose it was only – only!? God – once, twice 
a year. It was the constant verbal [attacks] that used to get me down more than anything. 
Cause that’s how you lose your self-esteem. But the violence is awful, the violence is 
terrible. I think you’ve got to take that, though, as part of it. If you’re constantly being 
told you are a useless jerk, to be [beaten] just…compounds it” (Johnson, 2008, p.1). 
 
This example is powerful because the informant discusses the consequences of emotional abuse 
such as loss of self-esteem along with her opinion that this type of abuse was worse than the 
physical abuse; yet, women of IPV who experience physical abuse are more likely to seek 
medical and legal services than those experiencing emotional abuse. This is an important aspect 
to explore in order to increase utilization of help services by women experiencing emotional 
abuse. 
 One reason why women experiencing emotional abuse do not seek help services may be a 
lack of identifying their experience as abusive. As pointed out by Mies (1983), “only when there 
is a rupture in the ‘normal’ life of a woman, i.e., a crisis such as divorce, the end of a 
relationship, etc., is there a chance for her to become conscious of her true condition” (Mies, 
1983, p. 125). Meaning that while the woman is in an abusive relationship she may fail to realize 
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it is abusive until something happens, may be like reading a pamphlet containing abuse screening 
questions and a list of abuse-related resources available in the area. 
Yet, only providing knowledge of the abuse-related resources available to women 
experiencing IPV may not be the most effective intervention. In a study conducted in a health 
care clinic by Gillum, Sun, and Woods (2009), women who screened positive for IPV that 
received brochures containing health information and a list of community resources along with a 
monthly phone call regarding contact information were significantly less likely to engage in 
safety-promoting behaviors compared to women who received an on-site counseling session and 
six follow-up counseling sessions over the phone. This finding suggests the usefulness of 
screening for IPV in health care clinics and well as intervening with counseling if screened 
positive for IPV. University Student Health Services would be an ideal intervention point for 
students on college campuses as these resources are available in one location. 
2.2.3.2 Accessibility of Community Resources. Another factor increasing the 
vulnerability of women with disabilities to abusive relationships is the inability to leave the 
abusive relationship as the community resources are not accessible. Access has been a critical 
issue for people with disabilities. Another aspect the U.N. focused on was “…to provide access 
to just and effective remedies and specialized, including medical, assistance to victims…” 
(OHCHR, 2012). This implies a call to action to provide the specialized assistance women with 
disabilities in abusive relationships need. Yet, this has not been the case for women with 
disabilities in the U.S., even though the 2000 and 2005 Reauthorizations of the VAWA 
specifically appropriated funding to increase access to this population. Architectural 
inaccessibility of community resources or inability to accommodate women with disabilities has 
been identified as a barrier for women with physical disabilities to escape abusive relationships 
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(Chang, et al., 2003; Nosek et al., 2001). This is one of the intervention points for the ADA to 
help protect women with disabilities, as domestic violence shelters must be in compliance, but 
the lack of enforcement adds to the vulnerability of this population. Access to community 
resources such as domestic violence shelters is a right for women with disabilities currently 
supported under the Americans with Disabilities Act (ADA).  
The ADA was passed in 1990 to protect individuals with disabilities against 
discrimination. There are five titles which cover specific areas. Abuse-related community 
resources must comply with either Title II:  State and Local Government Activities including 
Public Transportation or Title III: Public Accommodations, depending on the type of funding 
received. Community resources that receive funding from the United States Federal Government 
must adhere to the guidelines laid out under ADA Title II. Shelters that are not-for-profit and/or 
privately owned must follow the guidelines under ADA Title III. The ADA not only addresses 
physical access of buildings but also for “reasonable accommodations” to be made to access 
services, including but not limited to having a sign language interpreter available, print resources 
available in alternative formats, such as large print and braille, and making exception to allow 
service dogs and personal assistants. 
2.2.4 Interpersonal (relationships) 
 There were approximately 42,600 students attending the University of Illinois at Urbana-
Champaign in 2012 (UIUC, 2012). According to the numbers provided in the literature, 
approximately 32%, or 13,632, of the 42,600 students were victims of domestic violence. The 
university is responsible for providing a safe environment for its students. Women are at greater 
risk of experiencing violence compared to men. Women represented 46%, or 19,600, of the 
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42,600 university students in 2012 (UIUC, 2012). This research project examined the 
relationship of women with mobility impairments may have with their significant other. 
2.2.5 Individual (intrapersonal) 
According to McFarlane, et al. (2001), “it is estimated that 26 million American women, 
or nearly 20% of the population of women, live with a physical disability” (McFarlane, Hughes, 
Nosek, Groff, Swedlend, Mullen, 2001). Per the University of Illinois (UIUC) website, there 
were over 1,200 students with disabilities served in 2011 (UIUC, n.d.). A majority of these 
students have a physical disability. The UIUC website did not provide a gender breakdown for 
the students with disabilities. This research project targeted a subgroup of this population, 
women with mobility impairments on the University of Illinois at Urbana-Champaign campus. 
One factor at the individual level that increases the vulnerability of women with 
disabilities to abuse is employment. Lack of economic independence has been identified as a 
reason women with disabilities are at an increased risk of experiencing abuse (Nosek et al, 
2001). Employment can provide the following benefits: health insurance, increase self-worth, 
social support (co-workers), funds to leave relationship, and access to resources such as therapy, 
counseling, and other community resources. Unfortunately, women with disabilities are less 
likely to be employed. Only 16.5% of women with disabilities aged 16-years-old and older are in 
the workforce compared to 54.4% women without disabilities (BLS, 2010), which is 
approximately a 38% difference. In comparing the unemployment rate between these two 
groups, 13.8% women with disabilities versus 8.1% women without disabilities (BLS, 2010). 
These two figures represent the economic disadvantage of women with disabilities. Further, the 
U.S. Census Bureau (2008) breakdown poverty status for individuals with disabilities aged 25- to 
64-years old: 27.1% of individuals with severe disabilities, 12% of individuals with non-severe 
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disabilities compared to 9.1% of individuals without disabilities live in poverty. With these 
numbers, it is no wonder lack of economic independence was determined to be a critical risk 
factor (Nosek et al., 2001). The lack of economic independence may be a heighten vulnerability 
factor in this research project as college students with disabilities were recruited. 
In summary, using the metaphor offered by Bronfenbrenner (1979) to illustrate the 
interplay between all of the levels of the social ecological model, “The ecological environment is 
conceived as a set of nested structures, each inside the next, like a set of Russian dolls” (p. 2). 
Therefore, you cannot implement a program at one level without impacting the other levels. For 
example, by strengthening the protections offered to women with disabilities under the VAWA 
policy will challenge the stereotypes at the society-level as well as require resources at the 
community-level to be available to women with disabilities who have abusive interpersonal 
relationships and may be experiencing health consequences from being in an abusive 
relationship.  
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CHAPTER THREE: METHODOLOGY 
The literature review has shown that violence against women is associated with negative 
health consequences; yet, this aspect has been relatively unexamined among women with 
disabilities. The Medical Outcomes Study Short-Form Health Survey-36-item (MOS SF-36) has 
been used in numerous studies to show that violence against women impacts both physical and 
mental health for women without disabilities. This exploratory research project used a 
quantitative research design using a packet consisting of three surveys: Abuse Assessment 
Screen-Disability (AAS-D), Revised Conflict Tactics Scale (CTS2), and the Medical Outcomes 
Study Short-Form Health Survey-36-item (MOS SF-36) to address the research question, 
“Among women with mobility impairments, is there an association between health and abuse?” 
This research project sought to expand the current knowledge of the adverse health implications 
of violence against women without disabilities to include women with disabilities. This is an 
important purpose which is reiterated by a point made by Saxton et al (2001) that “…the 
experience of women with disabilities should not be treated as a special case but as part of the 
continuum of women’s issues” (Saxton, Curry, Powers, Maley, Eckels, & Gross, 2001, p.414).   
Violence against women with disabilities presents several ethical dilemmas. If the woman 
was currently in an abusive relationship, then her participation in the study may increase her risk 
of abuse if the purpose of the study was discovered by the perpetrator, emphasizing the 
importance of confidentiality at all points of the study from recruitment, participation, and after 
participation completion. The informed consent explained that a breach of confidentiality would 
take place immediately if a participant discloses suicidal/homicidal intent, as the researcher 
would get the participant in contact with a clinical psychologist for assistance. Illinois law does 
not require adult-to-adult domestic violence to be reported; however, a breach in confidentiality 
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would also take place if abuse of a minor is disclosed. A campus and community resource list 
was provided to the participants for them to contact if they experienced any discomfort from 
participating in the study or would like to contact these services for assistance in leaving an 
abusive relationship. 
3.1 Participants 
The criteria for participation was students who were at least 18-years-old who could 
speak and understand English. Students with mobility impairments were recruited from the 
accessible dormitory at this large Midwestern university, which is one of the most accessible 
campuses in the nation and as such has both a sizable and diverse disabled population (UIUC, 
2012), through flyers posted on the announcement boards of this dormitory as well as through 
flyers posted at the disability services office as well as through staff members who worked in the 
disability services office, such as physical therapists, athletic coaches, advisers. There were 
1,200 students with disabilities served by the disability services office of this Midwestern 
university in 2011 (UIUC, n.d.). A majority of these students have a physical disability. Numbers 
were not provided on how many of these 1,200 students with disabilities were women. If the 
gender breakdown is similar to campus, then 46%, or 552, should be women. Recruitment 
through flyers being posted at the accessible dormitory yielded zero (0) participants. The other 
recruitment method through personal contact with the disability services office staff yielded 30 
(14.6%) participants with disabilities, 12 (5.9%) were women, of the overall 205 participants. Of 
the thirty participants with disabilities, twelve (40%) participants with disabilities classified their 
disability status as mild, 15 (50%) classified their disability status as moderate, two (6.7%) 
classified their disability status as severe, and one (3.3%) did not classify disability status. The 
female participants specified a variety of disabilities (n = 12): three (25%) had spinal cord 
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injuries, two (16.7%) had spina bifida, one (8.3%) had nerve damage, one (8.3%) had a birth 
defect, one (8.3%) had a cognitive communication disorder from a brain injury, one (8.3%) had 
deafness in one ear, one (8.3%) had a speech impediment, one (8.3%) had anxiety, and one 
(8.3%) had cerebral palsy. Eight (66.7%) had mobility impairments. None of the participants 
used personal assistant services. 
It is important to determine if abuse on campus is an issue. In order to accurately do this 
and to determine how abuse affects the health of women, both with and without disabilities, both 
of these populations were included in this research project. There are 42,600 students on campus. 
Women represent 46% of this population, which equals about 19,600 students. Data collection 
through large general education lecture classes provided the opportunity to survey students in 
different life experiences and ethnicities, providing a diverse sample.  
Participants were recruited through two different recruitment strategies: the disability 
services office staff and large general education lecture classes, resulting in a total of 206 
participants being recruited, one could not participate as the individual was 17-years-old at time 
of recruitment; thus, not meeting the minimum age requirement for participation, resulting in 
data being collected from a total of 205 participants, 112 (54.6%) participants were women and 
87 (42.4%) were men. Other participants either did not label their gender or did not answer this 
demographic question. The average age of the participants was 19.9 years of age, with 75.1% 
being a sophomore, junior, or senior at the time of recruitment. The race/ethnicity of the 
participants was diverse: 138 (67.3%) were Caucasian, 21 (10.2%) were Hispanic/Latino, 19 
(9.3%) were African American/Black, 19 (9.3%) were Asian, 2 (1.0%) were American 
Indian/Alaska Native, 1 (0.5%) was Pacific Islander and 5 (2.4%) classified as Other: 
Palestinian, Burmese/Chinese, European, Indian, Thaian. Six individuals identified with two 
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racial/ethnic groups, for statistical purposes, the individuals were only counted once with the first 
racial/ethnic group they selected. In comparison, the university race/ethnicity breakdown of its 
students: 53% were Caucasian, 12.2% were Asian American, 4.9% were African American, 
6.6% were Hispanic, .1% were Native American, .1% were Hawaiian/Pacific Islander, 2% were 
Multiracial, 19.9% were International (UIUC, 2013). 
The dating status of the participants had a breakdown of: 65 (31.7%) are currently in a 
dating relationship, 107 (52.2%) are not currently in a dating relationship, 22 (10.7%) are openly 
dating, seven (3.4%) have never been in a romantic relationship, and four (2.0%) classified their 
dating relationship as not fitting in one of the previously mentioned categories, with the most 
common explanation of the relationship being “talking/seeing each other” or “dating one person 
but not romantic.” Sexual Orientation has a breakdown of 190 (92.7%) reported being 
heterosexual/straight, two (1.0%) reported being gay/lesbian, three (1.5%) reported being 
bisexual, three (1.5%) reported not labeling their sexuality, one (0.5%) reported questioning their 
sexual orientation, and six (2.9%) did not report their sexual orientation. There was a range 
between 0-23 on the participant’s number of intimate partners, with a majority having (had) one 
intimate partner (42.4%). 
3.1.1 Remuneration. This research project did not provide remuneration. 
3.1.2 Instruments. The abuse screening tools (AAS-D, CTS2) were administered 
together as each has attributes not found in the others. The AAS-D only screens for physical and 
sexual abuse as well as disability-related abuse, which is a component not measured by the other 
screening tool, with a timeframe of within the past year. The CTS2 is one of the most commonly 
used screening tools in regard to intimate partner violence that added an additional level of 
reliability and validity as it screens for the three most common types of abuse but does not screen 
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for disability-related abuse, with two timeframes: within the past year and this has happened. 
Therefore, the limitation of each is a strength of the other providing an overall more accurate 
screening method to determine the prevalence of the different types of abuse occurring on 
campus. 
The screening tool, Abuse Assessment Screen-Disability (AAS-D), is utilized to screen 
for abuse among women with disabilities. The AAS-D is a four-question assessment. The first 
two questions were taken directly from the Abuse Assessment Screen (AAS), while the last two 
questions were developed to address disability-specific abuse based on a large scale, national 
qualitative interviews study. A study conducted by McFarlane, Hughes, Nosek, Groff, Swedlend, 
and Mullen (2001), utilizing only the first two questions, which addresses physical and sexual 
abuse, found that out of 511 women with physical disabilities aged 18- to 64-years-old the 
prevalence rate was 7.8%; however, when incorporating the disability-specific questions the 
prevalence rate increased two percent, to a total of 9.8% (McFarlane, et al., 2001). Another 
significant finding of this study was that the perpetrator of disability-related abuse “was 
attributed almost equally to an intimate partner, a care provider, or a health care professional” 
(McFarlane, et al., 2001, p. 861). This research project sought to obtain more information in the 
intimate partner relationship domain in the lives of women with disabilities. This relationship 
domain represents one of the three common perpetrators identified in the McFarlene et al. (2001) 
study.  
Limitations of this screening tool are that it has a very limited target population of 
women with physical disabilities and that the questions tend to focus solely on physical and 
sexual abuse, leaving emotional abuse unscreened. This has important implications as emotional 
abuse occurs the most often; therefore, not screening for it underrepresents the prevalence of 
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abuse. Also, evidence suggests that emotional abuse almost always accompanies physical abuse 
(Tolman, 1999). 
The Revised Conflict Tactics Scale (CTS2) is one of the best-known and most commonly 
used abuse screening tools, with “reliability ranges from .79 to .95” (Straus, Hamby, McCoy, 
Sugarman, 1996, p. 283). The CTS2 has well-established psychometric properties, including 
cross-cultural reliability and validity (Straus, 2004). The CTS2 consists of 78-item questionnaire 
that evaluates both individual’s behavior in the relationship. The CTS2 measures the three 
common types of abuse: emotional, physical, and sexual, as well as the use of negotiation and 
injuries. While its use among couples is a strength providing a more complete picture of the 
relationship dynamics of the couple, this study is only interested in acts perpetrated on the 
woman not the woman’s use of violence; therefore, only 39-items of the CTS2 will be used.  The 
listing of violent acts is a strength of this abuse screening tool as the labeling of experiences as 
abuse may not occur among the victims.  
Another strength of this screening tool is its use of a Likert scale with continuous 
variable, which provides a more concrete, objective amount of the abusive acts encountered 
unlike that subjectivity of terms such as “rarely” or “frequently,” which may be defined 
differently from person to person resulting in a less concrete, accurate representation of the 
woman’s situation. One limitation of the CTS is that it was developed using heterosexual couples 
excluding those who may experience abuse in same-sex relationships. Another limitation is that 
it is unclear if women with disabilities were included in its development. If women with 
disabilities were not included in its development, then a subpopulation of women is excluded, 
silencing their experiences, resulting in disability-specific abuse not being captured. 
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Another aspect assessed during the quantitative survey were the women’s perceptions of 
both their physical and mental health statuses using the Medical Outcomes Study Short-Form 
Health Survey-36-item (MOS SF-36). The MOS appears to be the most commonly used survey 
to obtain self-reported information on health of participants. The form used varies from the 36-
item, 12-item, and 8-item short form surveys. The MOS SF-36 was used in this study as it 
provides “an 8-scale profile of functional health and well-being scores as well as 
psychometrically-based physical and mental health summary measures and a preference-based 
health utility index” (Ware, n.d.). The 8-scales are: physical functioning (PF), role-physical (RP), 
bodily pain (BP), general health (GH), vitality (VT), social functioning (SF), role-emotional 
(RE), and mental health (MH). The first four make up the physical health summary score and the 
last four make up the mental health summary score. Factor analyses on these two clusters report 
an 80-85% reliability variance and demonstrate both content and construct validity (Ware, n.d). 
Figure 3.1 Diagram of Instruments for Study 
Types of abuse    Health Consequences related to abuse types 
- Revised Conflict Tactics Scale (CTS2)  - Medical Outcomes Survey (MOS-36) 
o Emotional      * Mental Health 
o Physical      * Physical Health 
o Sexual 
- Abuse Assessment Scale – Disability (AAS-D) 
o Disability-related abuse 
 
3.1.3 Procedure. Data collection took place in-person and questionnaire packets were 
administered by the investigator in a university office or classroom as part of a large general 
education lecture class from November 15, 2012 through February 15, 2013. The survey packet 
was estimated to take between 20- and 60-minutes to complete, with a majority of the 
participants being observed submitting the survey packets in 20-minutes. The greatest risk of loss 
of confidentiality was associated with research participation. To safeguard the privacy of the 
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participant data (i.e., completed questionnaire packets), participants were assigned unique 
numbers that were used to identify their data. A campus and community resources list was given 
to the participants after they submitted their survey, which includes a variety of referrals, rather 
than just abuse-related resources. No names were written on the questionnaire packets. 
Completed questionnaire packets were kept in a locked file cabinet in a university office. 
Computer files (i.e., completed questionnaire packets) were password protected. Names of 
women and any names of those they indicate have abused them were deleted from questionnaire 
packets; however, the relationship to the participant (e.g., intimate partner, personal assistant) 
was documented as that is an aspect being explored in this research project. Data collected on the 
AAS-D and abuse questions were presented in aggregate form and quotes were used to illustrate 
findings. Quotes were edited for identifiable information without changing the meaning of the 
quotes. 
3.1.4 Data Analysis Plan. The quantitative surveys were analyzed using SPSS 21.0.  
Data input used a double entry method where the investigator entered the data into one SPSS 
sheet, an assistant entered the data into a separate SPSS sheet, and then the sheets were merged 
to check for discrepancies. Chi-square tests were used to examine differences between abuse and 
race/ethnicity, between abuse and sexual orientation, between disability, race, and abuse and 
between disability, abuse, and sexual orientation. The hypotheses were addressed using 
inferential statistics. The hypotheses of this research project were: (1) women with disabilities do 
not label their experiences of abuse as such and (2) there is an association between health and 
abuse among women with disabilities. 
Hypothesis 1 of this research project used the abuse screening tools to determine if the 
participant is (or had been) in an abusive relationship. Direct questions such as, “Have you 
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experienced physical abuse?” were also asked to determine if the woman labels her experiences 
as “abuse,” which were compared to the screening tool results. Chi-square tests were selected as 
the different abuse tools were categorical variables. Likelihood ratios were reported due to the 
small sample sizes. Chi-square tests were used to examine the differences between women with 
and without disabilities and the different abuse screening tools. The CTS2 variables were 
recoded to examine the two time points: (1) has the abuse ever happened and (2) has the abuse 
occurred within the past year because a majority of the participants (75.1%) were sophomores, 
juniors, and seniors, meaning the abuse had occurred while they were students here at the 
University of Illinois at Urbana-Champaign. 
Hypothesis 2 examined whether there was a statistically significant difference in the 
means of the mental health and physical health statuses between women with disabilities and 
women without disabilities who have experienced abuse through independent samples t-tests and 
assessed the effects of abuse on health through regression statistics as the independent variables 
(abuse types) were dichotomous and the health scales were continuous. The statistical tests used 
were bivariate regressions to assess the effect of past year emotional abuse on mental health and 
physical health. Multivariate regressions were run to assess the effects of emotional abuse that 
had ever occurred and the other types of abuse on mental health and physical health.  
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CHAPTER FOUR: RESULTS 
The purpose of this research project was to examine the health implications of abuse 
perpetrated upon women with disabilities by intimate partners. This research project sought to 
address two questions among women with disabilities: (1) is there a difference between 
experiencing abuse and labeling the experience as abuse? (2) is there an association between 
health and abuse? The hypotheses of this research project were: (1) women with disabilities do 
not label their experiences of abuse as such. (2) There is an association between health and abuse 
among women with disabilities. These hypotheses were addressed using open-ended questions 
and inferential statistics. 
This project recruited 205 participants, 112 (54.6%) were women participants, with a 
breakdown of 12 (10.7%) women with disabilities and 100 (89.3%) women without disabilities. 
The purpose of this study was to address the effects of abuse on the health of women; therefore, 
only the data on women are being reported. The other data will be reported as part of future 
projects. The quantitative survey packets focused more on the individual- and interpersonal-
levels of the Social Ecological Model (SEM). The CTS2 variables were recoded to examine the 
two time points of has the abuse ever happened and within the past year because a majority of 
the participants (75.1%) were sophomores, juniors, and seniors, meaning that if the abuse had 
happened within the past year, then the individual was a university student.  
4.1 Intersections of Abuse with Other Demographics 
Chi-square tests were used to examine differences between abuse and race/ethnicity and 
abuse and sexual orientation. The results indicate there is a statistically significant relationship 
between race/ethnicity and being a woman who has: (1) ever experienced emotional abuse (2 (5, 
N = 112) = 12.73, p = 0.026), (2) experienced emotional abuse within the past year (2 (5, N = 
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112) = 12.02, p = 0.035), and (3) experienced physical abuse within the past year (2 (5, N = 112) 
= 12.49, p = 0.029), as captured by the CTS2 items measuring these types of abuse. These 
significant levels were taken from the Likelihood Ratio reported chi-square test results due to the 
small sample sizes.  
Table 4.1 Abuse and Race/Ethnicity 
Abuse and Race/Ethnicity 
Abuse Race/Ethnicity 
 African American/ 
Black 
American Indian/ 
Alaska Native 
Hispanic/Latina Caucasian (White) Asian Other Total 
CTS2 Ever Emotional Abuse *,a 
No 1 0 5 25 4 4 39 
Yes 6 1 13 50 3 0 73 
CTS2 Past Year Emotional Abuse *,b 
No 1 0 9 29 4 4 47 
Yes 6 1 9 46 3 0 65 
CTS2 Past Year Physical Abuse *,c 
No 2 1 16 62 5 4 90 
Yes 5 0 2 13 2 0 22 
* denotes statistically significant, p < 0.05  
a ever experienced emotional abuse (2 (5, N = 112) = 12.73, p = 0.026) 
b experienced emotional abuse within the past year (2 (5, N = 112) = 12.02, p = 0.035) 
c experienced physical abuse within the past year (2 (5, N = 112) = 12.49, p = 0.029) 
 
According to the Revised Conflict Tactics Scale (CTS2) items measuring emotional 
abuse, six out of 7 (85.7%) African-American/Black women experienced emotional abuse within 
their lifetime compared to one (100%) American Indian/Alaska Native, 13 (72.2%) 
Hispanic/Latina, 50 (66.7%) Caucasian, 3 (42.9%) Asian, and 0 (0%) Other. Past year emotional 
abuse, as captured by the CTS2 items measuring emotional abuse, results showed a similar trend 
among women of color, six (85.7%) African-American/Black, one (100%) American 
Indian/Alaska Native, nine (50%) Hispanic/Latina, 46 (61.3%) Caucasian, three (42.9%) Asian, 
and 0 (0%) Other. African-American/Black women were significantly more likely to experience 
physical abuse within the past year compared to other race/ethnic groups. Five (71.4%) African-
American/Black women had experienced physical abuse within the past year compared to 0 (0%) 
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American Indian/Alaska Native, two (11.1%) Hispanic/Latina, 13 (17.3%) Caucasian, 2 (28.6%) 
Asian, and 0 (0%) Other, as screened by the CTS2 items measuring physical abuse. 
While chi-square tests identified there was a statistically significant relationship between 
abuse and race/ethnicity, there were no significant findings between disability, race/ethnicity, 
and abuse. There was no significant difference between abuse and sexual orientation. There also 
were no significant findings between disability, abuse, and sexual orientation. 
4.2 Hypothesis 1: Labeling abuse 
 The first hypothesis stated that women with disabilities do not label their experiences of 
abuse as such. This hypothesis was supported through a comparison of the questions that asked 
about abuse directly (e.g., have you ever experienced physical abuse?) and the abuse screening 
tools: (1) the operational definitions of abuse created specifically for this study, (2) the Abuse 
Assessment Screen-Disability (AAS-D), and (3) the Revised Conflict Tactics Scale (CTS2). 
When asked about abuse directly (e.g., have you ever been emotionally abused?), women had a 
lower disclosure rate. 
 The direct abuse question (i.e., have you ever experienced emotional abuse?) regarding if 
the woman had ever experienced emotional abuse elicited a disclosure response rate of 16.7% (n 
= 2). The emotional abuse items of the CTS2 yielded a 33.3% (n = 4) positive screening result, 
while a 50% (n = 6) positive screening result was captured by the emotional abuse question 
created from the operational definition for this study.  
 Similarly, the direct physical abuse question (i.e., have you ever experienced physical 
abuse?) regarding if the woman had ever experienced physical abuse elicited a disclosure 
response rate of 8.3% (n = 1), which was a similar result gathered by the physical abuse question 
developed specifically for this study from the operational definition. The physical abuse items of 
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the CTS2 yielded a 16.7% (n = 2) positive screening result for physical abuse among women 
with disabilities (n = 12). The two screening tools, AAS-D and CTS2, found a similar rate of 
physical abuse among women with disabilities (n = 12) had occurred within the past year 
(16.7%, n = 2). 
 Among women with disabilities (n = 12), sexual abuse disclosure rates varied between 
the direct sexual abuse question (i.e., have you ever experienced sexual abuse?) and screening 
results of the abuse screening tools: (1) AAS-D, (2) CTS2, and (3) the sexual abuse question 
created specifically for this study using the operational definition. The direct sexual abuse 
question, (i.e., have you ever experienced sexual abuse?), had a disclosure rate of 16.7% (n = 2). 
The sexual abuse screening question created specifically for this study had a positive screen 
result of 25% (n = 3). The sexual abuse items of the CTS2 found that 41.7% (n = 5) of women 
with disabilities had experienced sexual abuse within their lifetime. The sexual abuse items of 
the CTS2 and the sexual abuse question of the AAS-D found past year sexual abuse rates of 
33.3% (n = 4)and 0% (n = 0), respectively. 
 Eight (66.7%) of the 12 women with disabilities were women with mobility impairments. 
A similar trend was found when comparing the abuse screening tools suggesting that women 
with mobility impairments do not label their experiences of abuse as such. The direct abuse 
questions had the following disclosure rates: (1) “have you ever experienced emotional abuse?” 
had a disclosure rate of 12.5% (n = 1); (2) zero women with mobility impairments disclosed 
physical abuse through the direct physical abuse question (i.e., have you ever experienced 
physical abuse?); and (3) One (12.5%) woman with a mobility impairment disclosed sexual 
abuse through the direct sexual abuse question (i.e., have you ever experienced sexual abuse?). 
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 The abuse screening questions created from the operational definitions specifically for 
this study captured a 25% (n = 2) emotional abuse rate, 0% (n = 0) physical abuse rate, and 25% 
(n = 2) sexual abuse rate among women with mobility impairments (n = 8). The AAS-D 
screening tool does not screen for emotional abuse; however, it did yield a 25% (n = 1) physical 
abuse rate while a 0% (n = 0) abuse rate was captured through the AAS-D for sexual abuse and 
the two disability-related abuse questions. The CTS2 screening tool has the same results for both 
the “past year” and “ever” time points for all three abuse type subscales: CTS2 emotional abuse 
items had 1 (12.5%) woman with a mobility impairment screen positive, CTS2 physical abuse 
items had 1 (12.5%) woman with a mobility impairment screen positive, and 2 (25%) women 
with mobility impairments screened positive through the sexual abuse items on the CTS2. When 
comparing the disclosure rates of abuse to the positive screening results for abuse captured by 
the different abuse screening tools it is clear that the utilization of multiple abuse screening 
methods should be used in order to help identify those in need of assistance. 
Table 4.2 Differences of Abuse Rates Among Women Without Disabilities Compared to Women 
With Disabilities 
Differences of Abuse Rates Among Women Without Disabilities Compared to Women with Disabilities 
Abuse Disability  
 No Yes Total 
CTS2 Ever Emotional Abuse *,a 
No 31 8 39 
Yes 69 4 73 
* denotes statistically significant, p < 0.05 
a ever experienced emotional abuse (2 (1, N = 112) = 5.68, p = 0.017) 
 
Chi-square tests were used to examine the differences between women with and without 
disabilities and the different abuse screening tools. There were no significant differences 
between the rates of physical abuse experienced by women with disabilities and women without 
disabilities at two time points of those who experienced physical abuse in their lifetime or 
experienced physical abuse within the past year as captured through the physical abuse items of 
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the CTS2. There were no significant differences between the rates yielded from the sexual abuse 
items on the CTS2 of sexual abuse experienced within the past year by women with disabilities 
and women without disabilities. Similarly, there were no significant differences between the 
rates found by the emotional abuse items of the CTS2 of women with disabilities and women 
without disabilities who experienced emotional abuse within the past year. There was a 
significant difference between the rate of emotional abuse experienced by women without 
disabilities and women with disabilities in their lifetime (2 (1, N = 112) = 5.68, p = 0.017), 
suggesting that women without disabilities experienced emotional abuse more than women with 
disabilities in their lifetime. These significant levels were taken from the Likelihood Ratio 
reported chi-square test results due to the small sample sizes. 
 When analyzing the data comparing women without disabilities to women with mobility 
impairments, specifically, there is a similar trend as to the one found between women without 
disabilities and women with disabilities. Women without disabilities experienced more 
emotional abuse within the past year and throughout their lifetime, as screened positive through 
the emotional abuse subscale on the CTS2 (2 (1, N = 108) = 7.56, p = .006) and (2 (1, N = 108) 
= 10.25, p < .001), respectively.  
Table 4.3 Differences of Abuse Rates Among Women Without Disabilities Compared to Women 
With Mobility Impairments 
Difference of Abuse Rates Among Women Without Disabilities Compared to Women with Mobility Impairments 
Abuse Disability  
 No Yes, Mobility Impairment Total 
CTS2 Ever Emotional Abuse *, a 
No 31 7 38 
Yes 69 1 70 
CTS2 Past Year Emotional Abuse *, b 
No 39 7 46 
Yes 61 1 62 
* denotes statistically significant, p < .05 
a ever experienced emotional abuse as screened through CTS2 emotional abuse subscale (2 (1, N = 108) = 10.25, p < .001) 
b past year emotional abuse as screened through CTS2 emotional abuse subscale (2 (1, N = 108) = 7.56, p = .006) 
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4.3 Hypothesis 2: Association Between Abuse and Health 
Hypothesis 2 examined whether there was a statistically significant difference in the 
means of the mental health and physical health statuses between women with disabilities (n = 12) 
and women without disabilities (n = 100) who have experienced abuse through independent 
samples t-tests. The results indicate that there was not a statistically significant difference 
between the means of the mental health (t(109) = 0.75, p = 0.455) or physical health (t(109) = 
.097, p = 0.334) statuses of women with disabilities (n = 12) and women without disabilities (n = 
100). There also was not a statistically significant difference between the means of the mental 
health (t(105) = -0.19, p = 0.845) and physical health (t(105) = 1.05, p = 0.296) statuses of 
women with mobility impairments (n = 8) and women without disabilities (n = 100). However, 
when examining the mental health statuses of women without disabilities (n = 100) who 
disclosed physical abuse through the direct abuse question (i.e., have you ever experienced 
physical abuse?), a statistically significant difference between the means of the mental health 
statuses of women without disabilities (n = 100) was found (t(97) = 2.36, p = 0.020).  
Through independent samples t-tests, there were statistically significant differences 
between the means of the mental health statuses of women with disabilities (n = 12) who 
screened positive on the CTS2 for emotional abuse, as screened by the emotional abuse subscale, 
at both time points and whom had ever experienced sexual abuse as screened positive through 
the CTS2 sexual abuse items. Women with disabilities (n = 12) who screened positive on the 
emotional abuse subscale of the CTS2 for emotional abuse within the past year had statistically 
significant different mental health statuses compared to women with disabilities who had not 
experienced emotional abuse within the past year (t(10) = 2.27, p = 0.046). Similarly, women 
with disabilities (n = 12) who had screened positive for having ever experienced emotional abuse 
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as screened for through the emotional abuse items of the CTS2 had mental health statuses of 
statistically significant difference compared to women with disabilities who had not experienced 
emotional abuse (t(10) = 2.27, p = 0.046). Through the CTS2 sexual abuse items, those that 
screened positive for having ever experienced sexual abuse were found to have statistically 
significant difference in mental health statuses in comparison to women with disabilities (n = 12) 
who had not experienced this type of abuse (t(10) = 2.34, p = 0.042).  
Women with disabilities (n = 12) who reported they had not experienced physical abuse 
on the AAS-D screening tool had statistically significant different means of the mental health 
statuses (t(9) = -5.86, p < 0.001) and physical health statuses (t(10) = -2.91, p = 0.016) compared 
to women with disabilities who reported they had experienced physical abuse on the AAS-D. 
There were statistically significant differences between the means of the mental health statuses 
(t(9) = 5.86, p < 0.001) and physical health statuses (t(10) = 2.91, p = 0.016) of women with 
disabilities (n = 12) who reported they had experienced emotional abuse through the “Have you 
ever been emotionally abused?” question compared to women with disabilities who had reported 
they had not experienced emotional abuse through this screening question. 
There were no statistically significant differences in the means of mental health or 
physical health statuses of women with mobility impairments (n = 8) who screened positive for 
emotional abuse and ever sexual abuse as captured through the screening questions developed 
from the operational definitions created for this study. Among women with mobility impairments 
(n = 8) who screened positive for ever sexual abuse or past year sexual abuse through the CTS2 
sexual abuse items, there were no statistical significant differences in the means of mental health 
and physical health statuses. The other abuse reporting questions and abuse screening tools could 
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not be analyzed due to not having the minimum numbers required to run independent sampled t 
test. 
Bivariate and multivariate regressions were used to assess the effects of abuse on the 
mental health statuses of women with disabilities (n = 12) and women without disabilities (n = 
100). A multivariate regression was run to assess the effects of the different types of abuse on the 
mental health statuses for all women (n = 112) in the sample. The results indicate that there was 
a statistically significant effect (R
2
 = .089, F(4, 106) = 2.59, p = 0.041) on the mental health 
statuses of women who have ever experienced physical abuse, meaning 8.9% of the variation in 
mental health was explained by having ever experienced physical abuse; however, all of the 
predictor variables of the different abuse screening questions, such as the direct physical abuse 
question (i.e., have you ever experienced physical abuse?), AAS-D physical abuse question, the 
physical abuse items of the CTS2, and the physical abuse question created from the operational 
definition for physical abuse, are not statistically significant on mental health. All other 
regressions run on the effects of the different types of abuse on mental health statuses of all 
women (n = 112) in the sample were not statistically significant. All regressions run on the 
effects of the different types of abuse on the mental health statuses of women without disabilities 
(n = 100) were not statistically significant.  
A bivariate regression was run to assess the effects of past year emotional abuse among 
women with disabilities (n = 12). The results indicate that there was a statistically significant 
effect (R
2 
= .34, F(1,10) = 5.17, p = 0.046) on the mental health statuses of women with 
disabilities (n = 12) who had experienced emotional abuse within the past year, meaning 34% of 
the variation in mental health was explained by experiencing emotional abuse within the past 
year. As positively screened for past year emotional abuse through the emotional abuse items of 
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the CTS2, past year emotional abuse was found to significantly impact mental health statuses ( 
= -.534, t(10) = -2.273, p = 0.046) of women with disabilities (n = 12). There were no 
statistically significant effects on the mental health statuses of women with disabilities (n = 12) 
found among the other abuse screening questions. 
Table 4.4 Effects of Abuse on Mental Health 
Effects of Abuse on Mental Health 
Ever Physical Abuse *.a 
 
Women 
Predictors 
(Abuse 
Question) 
 
R 
 
R2 
 
ANOVA 
F 
 
ANOVA 
Sig 
Standardized 
Coefficients 

 
t 
 
Sig. 
 
All 
AAS-D Q1  
.298 
 
.089 
 
2.590 
 
.041 
.163 1.519 .132 
CTS2 Ever .073 .726 .469 
Direct Abuse Q -.180 -1.275 .205 
Created Abuse Q -.045 -.343 .732 
Past Year Emotional Abuse *,b 
 
With 
Disabilities 
 
CTS2 Past Year 
Emotional Abuse 
 
.584 
 
.341 
 
5.166 
 
.046 
 
-.584 
 
-2.273 
 
.046 
* denotes statistically significant, p < 0.05 
a all women who had ever experienced physical abuse (R2 = .089, F(4, 106) = 2.59, p = 0.041); however, all of the predictor 
variables of the different abuse screening questions are not statistically significant on mental health. 
b women with disabilities who had experienced emotional abuse within the  past year (R2 = .34, F(1,10) = 5.17, p = 0.046); As 
positively screened for through the CTS2, past year emotional abuse was found to significantly impact mental health statuses ( = 
-.534, t(10) = -2.273, p = 0.046). 
 
Bivariate and multivariate regressions were used to assess the effects of abuse on the 
physical health statuses of women with disabilities (n = 12) and women without disabilities (n = 
100). A multivariate regression was run to assess the effects of the different types of abuse on the 
physical health statuses for all women (n = 112) in the sample. The results indicated no 
statistically significant effects of abuse on the physical health statuses of all women (n = 112). A 
multivariate regression was run to assess the effects of physical abuse that had ever been 
experienced on the physical health of women without disabilities (n = 100). The results indicate 
that there was a statistically significant effect (R
2
 = 0.13, F(4,94) = 3.56, p = 0.01) on the 
physical health statuses of women without disabilities (n = 100) who had ever experienced 
physical abuse, meaning 13.1% of the variation in physical health was explained by ever 
experiencing physical abuse. Two abuse screening tools for physical abuse were found to 
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significantly impact physical health statuses: AAS-D Physical Abuse Question (Q1) ( = -0.33, 
t(94) = -3.01, p = 0.003) and the physical abuse subscale of the CTS2 at the ever having 
experiences physical abuse time point ( = -0.28, t(94) = -2.64, p = 0.01).  
A multivariate regression was run to assess the effects of physical abuse that has been 
experienced within the past year on the physical health of women without disabilities (n = 100). 
The results indicate that there was a statistically significant effect (R
2
 = 0.09, F(2,96) = 4.72, p = 
0.011) on the physical health statuses of women without disabilities (n = 100) who had 
experienced physical abuse within the past year, meaning 9% of the variation in physical health 
was explained by experiencing physical abuse within the past year. Both abuse screening tools 
for past year physical abuse were found to significantly impact physical health statuses: AAS-D 
Physical Abuse Question (Q1) ( = -0.28, t(96) = -2.64, p = 0.01) and the physical abuse 
subscale of the CTS2 at the past year physical abuse time point ( = -0.27, t(96) = -2.50, p = 
0.014). There were no statistically significant effects among the other abuse screening questions 
impact on the physical health statuses among women without disabilities (n = 100). 
A multivariate regression was run to assess the effects of past year physical abuse on the 
physical health statuses of women with disabilities (n = 12). The results indicate that there was a 
statistically significant effect (R
2
 = 0.49, F(2,9) = 4.35, p = 0.048) on the physical health statuses 
of women with disabilities (n = 12) who had experienced physical abuse within the past year, 
meaning 49% of the variation in physical health was explained by experiencing past year 
physical abuse. Only the AAS-D Physical Abuse question (Q1) was found to significantly impact 
physical health statuses of women with disabilities (n = 12) ( = 0.599, F(2,9) = 2.31, p = 0.046). 
There were no statistically significant effects among the other abuse screening questions impact 
on the physical health statuses among women with disabilities (n = 12). 
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Table 4.5 Effects of Abuse on Physical Health 
Effects of Abuse on Physical Health 
Ever Physical Abuse *, a 
 
Women 
Predictors 
(Abuse 
Question) 
 
R 
 
R2 
 
ANOVA 
F 
 
ANOVA 
Sig 
Standardized 
Coefficients 

 
t 
 
Sig. 
 
Without 
Disabilities 
AAS-D Q1  
.363 
 
.131 
 
3.557 
 
.010 
-.328 -3.011 .003 
CTS2 Ever -.280 -2.643 .010 
Direct Abuse Q -.212 -1.519 .132 
Created Abuse Q -.180 1.296 .198 
Past Year Physical Abuse *, b 
Without 
Disabilities 
AAS-D Q1  
.299 
 
.090 
 
4.723 
 
.011 
-.282 -2.644 .010 
CTS2 Past Year -.266 -2.502 .014 
Past Year Physical Abuse *, c 
With 
Disabilities 
AAS-D Q1 .701 .491 4.346 .048 .599 2.309 .046 
* denotes statistically significant, p < 0.05 
a women without disabilities who have ever experienced physical abuse (R2 = 0.13, F(4,94) = 3.56, p = 0.01); however, only two 
abuse screening tools for physical abuse were found to significantly impact physical health statuses: AAS-D Physical Abuse 
Question (Q1) ( = -0.33, t(94) = -3.01, p = 0.003) and CTS2 Ever Physical Abuse ( = -0.28, t(94) = -2.64, p = 0.01). 
b women without disabilities who have experienced physical abuse within the past year (R2 = 0.09, F(2,96) = 4.72, p = 0.011). 
Both abuse screening tools for past year physical abuse were found to significantly impact physical health statuses: AAS-D 
Physical Abuse Question (Q1) ( = -0.28, t(96) = -2.64, p = 0.01) and CTS2 Past Year Physical Abuse ( = -0.27, t(96) = -2.50, p 
= 0.014). 
c women with disabilities who have experienced physical abuse within the past year (R2 = 0.49, F(2,9) = 4.35, p = 0.048); 
however, only the AAS-D Physical Abuse question (Q1) was found to significantly impact physical health statuses of women 
with disabilities ( = 0.599, F(2,9) = 2.31, p = 0.046). 
  
In summary, the findings are consistent with previous literature that violence against 
women is associated with adverse health implications such as worse mental health and physical 
health statuses. More specifically, the results of this study build upon the previous literature 
expanding the previous findings to conclude that violence against women with disabilities is also 
associated with worse mental health and physical health statuses. The results of this study found 
that women with disabilities who screened positive for emotional abuse (ever and within the past 
year) and women with disabilities who had ever experienced sexual abuse had worse mental 
health statuses. Women with disabilities who had answered affirmatively on the direct emotional 
abuse question (i.e., have you ever experienced emotional abuse) and the AAS-D question about 
physical abuse were shown to have worse mental health and physical health statuses. However, 
these results cannot be generalized due to the study having a low sample size. A larger scale 
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study would be needed in order to draw more definitive conclusions about the mental health and 
physical health statuses of women with disabilities who experienced abuse. 
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CHAPTER FIVE: DISCUSSION 
 This research project developed definitions of abuse that encompass all women, 
addressing the concern raised by Saxton, et al. (2001) that the experiences of “women with 
disabilities should not be treated as a special case but as part of the continuum of women’s 
issues” (p.414). Both women without disabilities and women with disabilities experienced abuse. 
The results of this study are consistent with the findings in previous studies that women with 
disabilities experience abuse at similar or increased rates as women without disabilities (Nosek, 
Foley, Hughes, & Howland, 2001). This study found that women with disabilities and women 
without disabilities experience physical abuse (ever and within the past year), sexual abuse 
within the past year, and emotional abuse within the past year at similar rates. However, women 
with disabilities had experienced higher incidents of sexual abuse in their lifetime compared to 
women without disabilities; while, women without disabilities experienced more emotional 
abuse in their lifetime compared to women with disabilities. 
5.1 Relationship of the Results to the Literature 
The metaphor offered by Bronfenbrenner (1979) to illustrate the interplay between all of 
the levels of the social ecological model, “The ecological environment is conceived as a set of 
nested structures, each inside the next, like a set of Russian dolls” (p. 2). Therefore, you cannot 
implement a program at one level without impacting the other levels. For example, by 
strengthening the protections offered to women with disabilities under the VAWA policy will 
challenge the stereotypes at the society-level as well as require resources at the community-level 
to be available to women with disabilities who have abusive interpersonal relationships and may 
be experiencing health consequences from being in an abusive relationship. The Violence 
Against Women Act (VAWA) and the Americans with Disabilities Act (ADA) policies should 
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work together in order to adequately protect those individuals with disabilities who are in 
abusive relationships, including but not limited to expanding definitions of abuse to include 
disability-related abuse and the accessibility of campus and community resources, which may 
include allowing or accommodating those with personal assistants, communication devices, and 
other assistive technologies.  
Figure 5.1 Social Ecological Model Implications 
 
5.1.1 Hypothesis 1: Labeling Abuse 
 The first hypothesis stated that women with disabilities do not label their experiences of 
abuse as such. This hypothesis was supported by comparing the disclosure response rates elicited 
from the direct abuse questions to the abuse screening tools results from the Abuse Assessment 
Screen – Disability (AAS-D), Revised Conflict Tactics Scale (CTS2), and the abuse screening 
questions developed from the operational definitions of abuse created for this study. The 
discrepancies between these tools suggest that education is needed to help women identify what 
actions and behaviors are abusive. 
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This is important within the social ecological model (SEM) because there is obvious 
interplay between the interpersonal-level of the woman being in an abusive relationship and the 
individual-level of the woman’s health statuses. Expanding these findings out among the other 
levels of the SEM, the way society views women with disabilities increase their vulnerability to 
abuse (Carlson, 1997; Curry et al., 2001). For example, “because women with disabilities are 
stereotyped as passive, asexual, and dependent, they have been stripped of traditional female 
roles such as caregiver, mother, and wife” (Curry et al., 2001, p. 73). This view of women with 
disabilities as asexual may result in a “lack of education about appropriate sexual behavior” 
(Curry et al., 2001, p. 73). If disabled women are not provided education about inappropriate, 
abusive behaviors, then they will not label the behaviors as such. The labeling of experiences as 
abuse is associated with issues in determining the prevalence of abuse in society and help-
seeking behaviors. Therefore, an implication of these findings is to create a community-level 
health education resource to assist women to identify abusive (interpersonal-level) relationships. 
For example, a social marketing education campaign to raise awareness.  
5.1.1.1 Social Marketing Education Campaign. An abuse education program should be 
created as a resource at the community-level, like on a college campus. An abuse education 
program addressing violence against women with disabilities could inform the campus 
community about the issue using a media platform, such as a tri-fold brochure or a website, to 
spread the message by relying on social marketing techniques. Social marketing is a derivative of 
commercial marketing in which companies advertise to audiences to buy to their products. 
Television commercials, billboards, and magazine print advertisements are examples of common 
aspects of commercial marketing campaigns. Social marketing is different in that it seeks to 
influence social and behavioral change (Storey, Saffitz, & Rimon, 2008). According to Storey, et 
54 
 
al. (2008), “The focus on outcomes that improve personal and social welfare is the primary 
distinction between social and commercial marketing” (p.436). Another distinction is while 
commercial marketing is geared toward making a profit, social marketing is not; instead the 
focus is on improving society. 
A key feature of social marketing is the four P’s, which is also a key feature in 
commercial marketing: Product (what are you selling?), Price (what are “the perceived costs or 
barriers associated with the product being offered”? (Storey, et al., 2008, p.441), Place (where 
will consumers receive the product?), and Promotion (how will you advertise the product?). 
Determining the appropriate balance of these four properties is known as the marketing mix. 
Another feature is audience segmentation, which develops promotion strategies to target specific 
subgroups in the audience (Storey, et al., 2008). For this pilot study, the results of the study show 
that the product is to bring awareness to violence against women with disabilities, the price of 
abuse among women with disabilities is adverse health implications, the place will vary and must 
have multiple sites, such as medical clinics, parents, public health service providers, and 
promotion of the problem against must have multiple sites ranging from the society-level 
acknowledging women with disabilities experience similar rates of abuse to educational 
programs at the individual-level to assist women with disabilities in labeling experiences as 
abuse. 
Since 1994, there have been social marketing campaigns addressing violence against 
women worldwide ranging from awareness and prevention campaigns to campaigns specifically 
targeting men (Donovan & Vlais, 2005). One study conducted by Konradi and DeBruin (2003) 
used social marketing to bring attention to the Sexual Assault Nurse Examination (SANE) 
services available to Ohio University students, which focused on the principle of audience 
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segmentation to develop poster campaign messages aimed at eliminating perceived barriers to 
using SANE services. Konradi and DeBruin (2003) concluded their social marketing campaign 
was successful and that “…advertising through posters is a viable way to communicate 
information about healthcare services to the college population” (p.35-36). Exposure to more 
advertising sources as well as posters in the bathroom stalls increased accuracy and knowledge 
about SANE services, while exposure in general increased the likelihood of referral of a friend to 
SANE services. Information was not provided in the study regarding SANE service utilization 
due to the poster campaign (i.e., if it increased). These findings have important implications. 
Increasing knowledge of available resources may make a difference in a woman leaving her 
abusive partner. In addition, increasing knowledge of available abuse-related resources within 
informal support networks, such as family and friends, may direct the victim to these services. 
The SANE social marketing campaign offers possible features to include in a social 
marketing campaign in places, such as college campuses, and may be effective in reaching 
women with disabilities, a previously ignored subset of the campus population. While Storey, et 
al, (2008) state most health promotion programs include some aspects of social marketing, it is 
important to note that, “the field of health promotion has yet to acknowledge the unique needs of 
women with disabilities, a population representing approximately 1 of 5 women in the United 
States” (Hughes, 2006, p. 44S). This is an important aspect to keep in mind in creating an abuse 
education program with a message conveyed through a media platform to address violence 
against women with disabilities. 
5.1.2 Hypothesis 2: Association Between Abuse and Health 
 The second hypothesis stated that there would be an association between abuse and 
health. This hypothesis was supported by examining the mental health and physical health 
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clusters of the MOS-SF-36 of abused women. The results of this study are consistent with the 
findings in previous literature that violence against women has been associated with adverse 
health implications such as worse physical and mental health statuses (Nosek, Howland, & 
Hughes, 2001; Straus, Cerulli, McNutt, Rhodes, Conner, Kemball, Kaslow, & Houry, 2009; 
Teten, Ball, Valle, Noonan, & Rosenbluth, 2009; Thomas, Joshi, Wittenberg, & McCloskey, 
2008; WHO, 2009). To date, adverse health implications have been relatively unexamined 
among abused women with disabilities. This research project provides information on the topic 
for the literature.  
While a woman may not label or recognize she is in an abusive relationship, she may 
experience adverse health implications, which may cause her to seek assistance from a health 
care provider for the health condition not abuse; therefore, it is important for healthcare 
providers to recognize signs of abuse. Again, this is important within the social ecological model 
(SEM) because there is obvious interplay between the interpersonal-level of the woman being in 
an abusive relationship and the individual-level of the woman’s health statuses. The findings 
supporting the hypothesis of an association between abuse and health suggest the need for 
community-level resources and modification at the local and national policy-level in order to 
better address abuse. The association between abuse and health has implications for numerous 
subfields within the health care field, such as counseling, psychology, and medicine. For 
example, a woman with a disability may seek the services of a counselor (psychologist or 
medical doctor) because she is having depression symptoms. Some health care providers may 
attribute these symptoms to the woman adjusting to her disability or a chemical imbalance 
instead of screening for abuse, which could also explain the women’s depression symptoms 
57 
 
(Nosek et al., 2001). One implication of these findings is to develop an intervention program for 
health care providers to screening for abuse, such as university student health centers.   
On January 21, 2013, the Los Angeles Times had an article “Doctors urged to screen 
women for domestic abuse” (Morin, 2013). This article reported that “Women of childbearing 
age should undergo screening for domestic violence and other forms of abuse while visiting their 
doctor or clinic, according to a recommendation published online Monday by an influential panel 
of medical experts that advises the federal government” (Morin, 2013). The findings of this 
research project along with the recommendation of the “medical experts that advises the federal 
government” suggest a definite need for medical clinics to implement an abuse screening/ 
intervention program for those experiencing abuse as well as a modification in the local and 
national-level policies to assist with these types of programs. The Violence Against Women Act 
(VAWA) and the Americans with Disabilities Act (ADA) policies should work together in order 
to adequately protect women with disabilities experiencing abuse, including but not limited the 
accessibility of abuse-related community-level resources, such as ensuring medical clinic 
personnel screen women with disabilities for abuse, instead of attributing the health status to the 
woman’s disability or determine they do not need to be screened based on the inaccurate 
stereotypes of women with disabilities as asexual (Dotson, Stinson, Christian, 2003), and that the 
medical clinic is in compliance with the ADA guidelines. 
5.2 Limitations 
 The limitations of this research project included a small sample size. All of the 
participants with disabilities were recruited through one person at the disability services center, 
which may bias the sample due to having a bigger interest in the research topic. While the topic 
of abuse and violence is highly ranked as a concern among women with disabilities (Cramer, 
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Gilson, and DePoy, 2003), this exploratory study yielded low participation among women with 
disabilities. This may be due the students with disabilities on this large Midwestern university 
campus are overwhelmed with survey requests. Another reason for low participation may be due 
to the timing of this study, as there was an incident that occurred on the campus where data was 
being collected closely relating to the subject matter; therefore, the timing of recruitment, while 
pertinent to the situation, may have deterred participation. In order to generalize the effects of 
abuse on the health of women with disabilities, a larger sample size of this population is needed, 
including a more homogenous sample of the different types of disability (e.g., mobility 
impairment, anxiety) to determine if there are certain health effects that are associated with the 
different types of abuse among specific disabilities in order to better screen for abuse. Someone 
who has a physical disability may show as having adverse physical health conditions because of 
the impairment and someone who has a mental illness may show as having adverse mental health 
conditions because of the impairment regardless of being in a current or former abusive 
relationship; however, if there were more individuals represented each of these disabilities, then 
the results could be more conclusive and generalizable for people with these specific disabilities.   
 Another limitation is that mental health and physical health statuses may vary from 
women with disabilities compared to women without disabilities due to their adjustment period 
to an acquired disability versus a congenital disability. This is an aspect that should be taken into 
consideration in the future as it may be a confounding factor. While the quantitative survey 
packet in this study asked the participant about their primary disability, which may indicate if the 
disability has been present since birth or acquired, there is still a significant difference in the 
adjustment period to the disability of someone who acquired a disability within the past year and 
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someone who acquired a disability five years ago, as well as variance between the adjustment of 
people who acquired disabilities around the same time.  
The Medical Outcomes Study Short-Form Health Survey-36-item (MOS SF-36) 
presented a possible limitation as it may be skewed to capture conditions among women without 
disabilities rather than those with disabilities. This may explain some of the findings in the health 
differences between women with and without disabilities. Another health screening tool may 
need to be used in the future that is more sensitive to disability-related health issues, such as 
activities of daily living. Also, one of the female participants without a disability informed the 
researcher after she submitted her survey that she recently had knee surgery, which would be 
captured as a potential physical health consequence if she screened positive for abuse. Therefore, 
a more disability-friendly health scale should be used in the future as a comparison as well as a 
question on the demographic page to ask if the participant has undergone any recent surgeries in 
other to examine if this is a potential confounding factor. 
The Abuse Assessment Scale – Disability (AAS-D) questions 3 and 4 are disability-
related abuse screening questions; however, none of the women with disabilities experienced 
these types of abuse. Emotional abuse was found to be the most common occurring type of abuse 
among both women with disabilities and women without disabilities. This result suggests that a 
disability-related emotional abuse question should be added to this abuse screening tool as a way 
to strengthen it. 
5.3 Conclusion  
 In conclusion, American society’s perceptions of women with disabilities views having a 
disability as a protective factor from abuse (Nosek, Foley, Hughes, & Howland, 2001), but this 
and previous studies have found that women with disabilities experience abuse at similar or 
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increased rates of abuse as women without disabilities (Brownridge, 2006; Nosek, Foley, 
Hughes, & Howland, 2001). Society’s perceptions of women with disabilities being “asexual, 
childlike, and dependent or oversexed, undiscriminating, and “easy”” (Dotson, et al., 2003, p. 
196) need to be challenged as well as these views may hinder someone from recognizing women 
with disabilities are in abusive relationships. The Reauthorization of the Violence Against 
Women Act (VAWA) on February 28, 2013, provided resources for additional subgroups of 
women: Native American, immigrant, and lesbian, gay, bisexual, and transgender (LGBT) 
(Baggett, 2013); however, women with disabilities is still a missing subgroup to be given 
resources under the VAWA. The Violence Against Women Act (VAWA) and the Americans 
with Disabilities Act (ADA) policies should work together in order to adequately protect those 
individuals with disabilities, including but not limited to expanding definitions of abuse to 
include disability-related abuse and the accessibility of campus and community resources, which 
may include allowing or accommodating those with personal assistants. In the future, the abuse 
questions created from the operational definitions specifically for this study will be refined 
through filtering with a sample of women with disabilities. Future research should examine the 
intersections between disability, gender, race/ethnicity, and health, as well as examine the effects 
of abuse on the health of men without disabilities and men with disabilities.  
 The findings supporting the hypotheses of this research project suggest the need for 
community-level resources and a modification of local- and national-level policies in order to 
better address abuse. Previous literature and the results of this research project suggest a two-
prong approach is needed in the future to adequately address abuse among women with 
disabilities. While the woman is in an abusive relationship she may fail to realize she is in an 
abusive relationship until something happens, an education program should be developed to 
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assist women in identifying abusive behaviors, possibly including a brochure containing abuse 
screening questions and a list of abuse-related resources available in the area. Also, parents 
should play a role in educating their child with a disability about appropriate touches and 
relationships. Yet, only providing knowledge of the abuse-related resources available to women 
experiencing IPV may not be the most effective intervention. In a study conducted in a health 
care clinic by Gillum, Sun, and Woods (2009), women who screened positive for IPV that 
received brochures containing health information and a list of community resources along with a 
monthly phone call regarding contact information were significantly less likely to engage in 
safety-promoting behaviors compared to women who received an on-site counseling session and 
six follow-up counseling sessions over the phone. This finding suggests the usefulness of 
screening for IPV in health care clinics and well as intervening with counseling if screened 
positive for IPV. Medical clinics would be an ideal intervention point as these resources are 
available in one location, similarly university student health services would be an ideal 
intervention point for students on college campuses. 
 
  
 
 
 
 
 
 
 
62 
 
REFERENCES 
 
Abramsky, T., Watts, C.H., Garcia-Moreno, C., Devries, K., Kiss, L., Ellsberg, M., Jansen, 
H.A.F.M., & Heise, L. (2011). What factors are associated with recent intimate partner 
violence? findings from the WHO multi-country study on women’s health and domestic 
violence. BMC Public Health, 11(109). 
 
Access Board (2008). The ADA Amendments Act of 2008. Retrieved on September 18, 2009 
from http://www.access-board.gov/about/laws/ada-amendments.htm  
 
Allsworth, J.E., Anand, M., Redding, C.A., & Peipert, J.F. (2009). Physical and Sexual Violence 
and Incident Sexually Transmitted Infections. Journal of Women's Health, 18(4), 529-
534. doi:10.1089/jwh.2007.0757 
 
Baggett, A. (2013). Reauthorizing VAWA: Now Was That So Hard? Retrieved March 1, 2013 
from, Web site: http://nursingclio.org/2013/03/01/reauthorizing-vawa-now-was-that-so-
hard/  
 
Banyard, V.L. & Cross, C. (2008). Consequences of Teen Dating Violence: Understanding 
Intervening Variables in Ecological Context. Violence Against Women, 14(9), 998-1013. 
 
Bronfenbrenner, U. (1979). The Ecology of Human Development: Experiments by Nature and 
Design. Harvard College: United States of America. 
63 
 
 
Brownridge, D. (2006). Partner Violence Against Women With Disabilities: Prevalence, Risk, 
and Explanations. Violence Against Women, 12(9), 805-822. doi: 
10.1177/1077801206292681. 
 
Burge, S.K., Schneider, F.D., Ivy, L., & Catala, S. (2005). Patients' Advice to Physicians About 
Intervening in Family Conflict. Annals of Family Medicine, 3(3), 248-254. 
doi:10.1370/afm.287 
 
Carlson, B.E. (1997). Mental Retardation and Domestic Violence: An Ecological Approach to 
Intervention. Social Work, 42(1), 79-89. 
 
Carlson, B.E. (1998). Domestic Violence in Adults with Mental Retardation: Reports from 
Victims and Key Informants. Mental Health Aspects of Developmental Disabilities, 1(4), 
102-112. 
 
Centers for Disease Control (CDC) (2010). Vision, Mission, Core Values, and Pledge. Retrieved 
March 28, 2011 from, Web site: http://www.cdc.gov/about/organization/mission.htm 
 
Centers for Disease Control (CDC) (2011). Understanding Intimate Partner Violence. Retrieved 
March 28, 2011 from, Web site: 
http://www.cdc.gov/violenceprevention/pdf/IPV_factsheet-a.pdf  
 
64 
 
Chang, J.C., Martin, S.L., Moracco, K.E., Dulli, L., Scandlin, D., Loucks-Sorrel, M.B., Turner, 
T., Starsoneck, L., Dorian, P.N., & Bou-Saada, I. (2003) Helping Women with 
Disabilities and Domestic Violence: Strategies, Limitations, and Challenges of Domestic 
Violence Programs and Services. Journal of Women’s Health, 12(7), 699-708. 
  
Coker, A.L., Hopenhayn, C., DeSimone, C.P., Bush, H.M., Crofford, L.(2009). Violence against 
Women Raises Risk of Cervical Cancer. Journal of Women's Health, 18(8), 1179-1185. 
doi:10.1089/jwh.2008.1048 
 
Cramer, E.P., Gilson, S.F., & DePoy, E. (2003). Women with Disabilities and Experiences of 
Abuse. Women and Girls in the Social Environment, 7(3), 183-199. 
doi:10.1300/J137v7n03_11 
 
Curry, M.A., Hassouneh-Phillips, D., & Johnston-Silverberg, A. (2001). Abuse of Women with 
Disabilities: An Ecological Model and Review. Violence Against Women, 7, 60-79. 
doi:10.1177/10778010122182307 
 
Donovan, R.J. & Vlais, R (2005). VicHealth Review of Communication Components of Social 
Marketing/Public Education Campaigns Focusing on Violence Against Women: Paper 
Two of the Violence Against Women Community Attitudes Project. State Government 
Victoria. 
 
65 
 
Dotson, L. A., Stinson, J., & Christian, L. (2003). “People Tell Me I Can’t Have Sex”: Women 
with Disabilities Share Their Personal Perspectives on Health Care, Sexuality, and 
Reproductive Rights. Women & Therapy, 26(3/4), 195-203. 
 
Duterte, E.E., Bonomi, A.E., Kernic, M.A., Schiff, M.A., Thompson, R.S., & Rivara, F.P. 
(2008). Correlates of Medical and Legal Help Seeking among Women Reporting Intimate 
Partner Violence. Journal of Women's Health, 17(1), 85-95. doi:10.1089/jwh.2007.0460 
 
Ellsberg, M., Jansen, H.A.F.M., Heise, L., Watts, C.H., & Garcia-Moreno, C. (2008). Intimate 
partner violence and women’s physical and mental health in the WHO multi-country 
study on women’s health and domestic violence: an observational study. Lancet, 371, 
1165-1172. 
 
Feminist Majority Foundation (2005, January 10).  Violence Against Women on College 
Campuses. Retrieved February 22, 2012 from, Web site: 
http://www.feministcampus.org/fmla/printable-materials/v-
day05/Violence_Against_Women.pdf 
 
Freeborn, D. & Curry, M.A. (2009). Experiences of Mistreatment Among Women with Cerebral 
Palsy. Women & Health, 49, 555-572. doi:10.1080/03630240903424004 
 
66 
 
Gillum, T.L., Sun, C.J., & Woods, A.B. (2009). Can a Health Clinic-Based Intervention Increase 
Safety in Abused Women? Results from a Pilot Study. Journal of Women's Health, 18(8), 
1259-1264. doi:10.1089/jwh.2008.1099 
 
GlobeNewswire, Inc. (2012). NY Times Anti-Violence Editorial Shortchanges Victims, SAVE 
Says. Retrieved February 19, 2012 from, Web site: 
http://www.marketwatch.com/story/ny-times-anti-violence-editorial-shortchanges-
victims-save-says-2012-02-13  
 
GovTrack.us (1994, August 21).  H.R. 3355: Violence Crime Control and Law Enforcement Act 
of 1994. Retrieved January 28, 2012 from, Web site: 
http://www.govtrack.us/congress/bill.xpd?bill=h103-3355&tab=summary  
 
Hassouneh-Phillips, D. & Curry, M.A. (2002). Abuse of Women with Disabilities: State of the 
Science. Rehabilitation Counseling Bulletin, 45(2), 96-104. 
 
Hughes, R.B. (2006). Achieving Effective Health Promotion for Women With Disabilities. 
Family Community Health, 29(1S), 44S-51S. 
 
Illinois Attorney General (2010).  Advocating for Women. Retrieved February 15, 2012 from, 
Web site: http://www.ag.state.il.us/women/idva.html  
 
67 
 
Jasinski, J. L. (2000).  Theoretical Explanations for Violence Against Women. In C. M. Renzetti, 
J. L. Edleson, & R. K. Bergen (Eds.), Sourcebook on Violence Against Women (pp. 5-22). 
Thousand Oaks, CA: Sage Publications. 
 
Johnson, M. (2008). A Typology of Domestic Violence: Intimate Terrorism, Violent Resistance, 
and Situational Couple Violence. Lebanon, NH: Northeastern University Press. 
 
Konradi, A. & DeBruin, P.L. (2003). Using a Social Marketing Approach to Advertise Sexual 
Assault Nurse Examination (SANE) Services to College Students. Journal of American 
College Health, 52(1), 33-39. 
 
McFarlane, J., Hughes, R.B., Nosek, M.A., Groff, J.Y., Swedlend, N., & Mullen, P.D. (2001). 
Abuse Assessment Screen-Disability (AAS-D): Measuring Frequency, Type, and 
Perpetrator of Abuse toward Women with Physical Disabilities. Journal of Women's 
Health & Gender-Based Medicine, 10(9), 861-866. 
 
Merriam-Webster Dictionary (2011). Threat. Retrieved March 28, 2011 from, Web site: 
http://www.merriam-webster.com/dictionary/threat  
 
Meyer-Emerick, N. (2002). Policy Makers, Practitioners, Citizens: Perceptions of the Violence 
Against Women Act of 1994. Administration & Society, 33(6), 629-663. doi: 
10.1177/0095399702033006003 
 
68 
 
Mies, M. (1983). “Towards a Methodology for Feminist Research” in G. Bowles and R.D. Klein, 
eds., Theories of Women’s Studies, Boston: Routledge and Kegan Paul, 117-139. 
 
Morin, M. (2013). Doctors urged to screen women for domestic abuse. Los Angeles Times. 
Retrieved January 21, 2013 from, Web site: http://www.latimes.com/news/science/la-sci-
domestic-violence-screening-20130122,0,6882563.story  
 
National Coalition Against Domestic Violence (NCADV). (n.d.). Domestic Violence and 
Disabilities. Retrieved January 28, 2012 from, Web site: 
http://www.leanonus.org/images/Domestic_Violence_and_Disabilities.pdf  
 
Nosek, M.A., Foley, C.C., Hughes, R.B., & Howland, C.A. (2001). Vulnerabilities for Abuse 
Among Women with Disabilities. Sexuality & Disability, 19(3), 177-189. 
 
Nosek, M.A., Howland, C.A., & Hughes, R.B. (2001). The Investigation of Abuse and Women 
with Disabilities: Going Beyond Assumptions. Violence Against Women, 7(4), 477-499. 
doi: 10.1177/10778010122182569 
 
Paranjape, A, Sprauve-Holmes, N.E., Gaughan, J, & Kaslow, N.J. (2009). Lifetime Exposure to 
Family Violence: Implications for the Health Status of Older African Amercian Women. 
Journal of Women's Health, 18(2), 171-175. doi:10.1089/jwh.2008.0850 
 
69 
 
Patton, M.Q. (2002). Qualitative Research & Evaluation Methods (3rd ed.). Thousand Oaks, 
CA: Sage. 
 
Plano Clark, V.L., & Creswell, J.W. (2008). The Mixed Methods  Reader. Thousand Oaks, CA: 
Sage. 
 
Postmus, J.L. & Hahn, S.A. (2007). Comparing the policy response to violence against women in 
the USA and South Korea. International Social Work, 50(6), 770-782. 
 
Powers, L.E., Renker, P., Robinson-Whelen, S., Oschwald, M., Hughes, R., Swank, P., & Curry, 
M.A. (2009). Interpersonal Violence and Women with Disabilities: Analysis of Safety 
Promoting Behaviors. Violence Against Women, 15(9), 1040-1069. doi: 
10.1177/1077801209340309  
 
Reinharz, S. (1992). Feminist Methods in Social Research. New York: Oxford University Press, 
Inc. 
 
Sallis, J.F., Owen, N., & Fisher, E.B. (2008). Ecological Models of Health Behavior. In K. 
Glanz, B.K. Rimer, & K. Viswanath (Eds.), Health Behavior and Health Education: 
Theory, Research, and Practice (4th ed., pp. 465-485). San Francisco, CA: Jossey-Bass 
 
Saxton, M. (2010).  Disability Rights and Selective Abortion. In L. J. Davis (Ed.), The Disability 
Studies Reader (3rd ed., pp. 120-132). New York: Routledge. 
70 
 
 
Saxton, M., Curry, M.A., Powers, L.E., Maley, S., Eckels, K., & Gross, J. (2001). “Bring My 
Scooter So I Can Leave You”: A Study of Disabled Women Handling Abuse by Personal 
Assistance Providers. Violence Against Women, 7(4), 393-417. doi: 
10.1177/10778010122182523 
 
Sitaker, M. (2007) The Ecology of Intimate Partner Violence: Theorized Impacts on Women’s 
Use of Violence. Journal of Aggression, Maltreatment, & Trauma, 15(3/4), 179-219. doi: 
10.1080/10926770802097335 
 
Soler, Esta. Press Report: Progress in Stopping Violence Against Women Worldwide. (Dec 14, 
2010). Family Violence Prevention Fund. Retrieved March 28, 2011 from, Web site: 
http://www.endabuse.org/content/news/detail/1634 
 
Storey, J.D., Saffitz, G.B., & Rimon, J.G. (2008). Social Marketing (Eds.), Health Behavior and 
Health Education: Theory, Research, and Practice (4th ed., pp. 435-464). San Francisco, 
CA: Jossey-Bass 
 
Straus, H., Cerulli, C., McNutt, L.A., Rhodes, K.V., Conner, K.R., Kemball, R.S., Kaslow, N.J., 
& Houry, D. (2009). Intimate Partner Violence and Functional Health Status: 
Associations with Severity, Danger, and Self-Advocacy Behaviors. Journal of Women's 
Health,18(5), 625-631. doi:10.1089/jwh.2007.0521 
 
71 
 
Straus, M.A. (2004). Cross-Cultural Reliability and Validity of the Revised Conflict Tactics 
Scales: A Study of University Dating Couples in 17 Nations. Cross-Cultural Research, 
37(X), 1-26. doi: 10.1177/1069397104269543 
 
Straus, M.A., Hamby, S.L., Boney-McCoy, S., & Sugarman, D.B. (1996). The Revised Conflict 
Tactics Scale (CTS2): Development and Preliminary Psychometric Data. Journal of 
Family Issues, 17(3), 283-316. doi:10.1177/019251396017003001 
 
Teten, A.L., Ball, B., Valle, L.A., Noonan, R., & Rosenbluth, B. (2009). Considerations for the 
Definition, Measurement, Consequences, and Prevention of Dating Violence 
Victimization among Adolescent Girls. Journal of Women's Health, 18(7), 923-927. 
doi:10.1089/jwh.2009.1515 
 
Thomas, K.A., Joshi, M., Wittenberg, E., & McCloskey, L.A. (2008). Intersections of Harm and 
Health: A Qualitative Study of Intimate Partner Violence in Women's Lives. Violence 
Against Women, 14(11), 1252-1273. doi:10.1177/1077801208324529 
 
Tierney, K. J. (1982). The Battered Women Movement and the Creation of the Wife Beating 
Problem. Social Problems, 29(3), 207-220. 
 
Tolman, R.M. (1999). The Validation of the Psychological Maltreatment of Women Inventory. 
Violence and Victims, 14(1), 25-37. 
 
72 
 
United Nations (1996). Women and Violence. Retrieved January 28, 2012 from, Web site: 
http://www.un.org/rights/dpi1772e.htm  
 
United Nations General Assembly (1984, November 23).  United Nations Decade of Disabled 
Persons. Retrieved January 28, 2012 from, Web site: 
http://www.un.org/documents/ga/res/39/a39r026.htm  
 
United Nations General Assembly (1993, December 20). Declaration on the Elimination of 
Violence against Women. Retrieved January 28, 2012 from, Web site: 
http://www.un.org/documents/ga/res/48/a48r104.htm  
 
UN Human Rights, Office of the High Commissioner for Human Rights (OHCHR) (2012). 
Special Rapporteur on violence against women, its causes and consequences. Retrieved 
January 28, 2012 from, Web site: 
http://www.ohchr.org/EN/Issues/Women/SRWomen/Pages/SRWomenIndex.aspx  
 
UN Women (2011).  UN Trust Fund to End Violence against Women. Retrieved January 28, 
2012 from, Web site: http://www.unwomen.org/how-we-work/un-trust-fund/  
 
United States Census Bureau (2008). Americans with Disabilities: 2005. Retrieved March 28, 
2011 from Web site: http://www.census.gov/prod/2008pubs/p70-117.pdf  
 
73 
 
United States Department of Justice (2005). A Guide to Disability Rights Laws. Retrieved March 
28, 2011 from, Web site: http://www.ada.gov/cguide.pdf 
 
United States Department of Labor (2010). Persons with a Disability: Labor Force 
Characteristics – 2009. Retrieved March 28, 2011 from, Web site: 
http://www.bls.gov/news.release/disabl.nr0.htm  
 
University of Illinois at Urbana-Champaign (n.d.). The Division of Disability Resources & 
Educational Services: College of Applied Health Sciences at the University of Illinois at 
Urbana-Champaign. Retrieved from http://disability.illinois.edu/thinking-about-illinois  
 
University of Illinois Board of Trustees (2012). Facts 2010-11: Illinois by the Numbers. 
Retrieved March 11, 2012 from Web site: 
http://illinois.edu/about/overview/facts/facts.html  
 
University of Illinois Division of Management Information (2013). UIUC Student Enrollment. 
Retrieved April 2, 2013 from Web site: http://www.dmi.illinois.edu/stuenr/#ethgen  
 
Ware, J.E., Jr. (n.d.). The SF Community - SF-36 Health Survey Update. Retrieved from 
http://www.sf-36.org/tools/SF36.shtml  
 
White, J.W. (2009). A Gendered Approach to Adolescent Dating Violence: Conceptual and 
Methodological Issues. Psychology of Women Quarterly, 33, 1-15. 
74 
 
 
World Health Organization (WHO) (2002). Intimate Partner Violence. Retrieved March 28, 
2011 from, Web site: http://www.who.int/violence_injury_prevention  
 
World Health Organization (WHO) (2009, November).  Violence against women. Retrieved 
March 28, 2011 from,  Web site: http://www.who.int/mediacentre/factsheets/fs239/en/  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
75 
 
APPENDIX A: INSTITUTIONAL REVIEW BOARD APPROVAL LETTER 
 
 
76 
 
APPENDIX B: INFORMED CONSENT LETTERS 
 
B.1 For Women with Disabilities 
 
 
Consent Form for College Student Participant 
 
Purpose and Procedures:  This study, conducted by Miranda Sue Terry, M.S., graduate student at the University of 
Illinois at Urbana-Champaign, and supervised by Stephen J. Notaro, Ph.D., is intended to assess college students' 
health and their experiences with relationships. We are interested in relationship experiences. For example, the 
survey will ask about any problems you may have experienced in the last year with your intimate partner (current or 
former), such as conflict or emotional, physical, and sexual violence. If you agree to take part in this research, you 
will be asked to complete a one-time, survey questionnaire packet. This will take about 20 - 60 minutes.   
 
Voluntariness:  Your participation in this research is voluntary. You may refuse to participate, discontinue 
participation, or skip any questions you do not wish to answer at any time without penalty or loss of the benefits to 
which you are otherwise entitled. Your decision will not affect your grades or status at this university. 
 
Risks and Benefits:  The impact of thinking about things that are unpleasant can vary from person to person. To 
some it may be beneficial but to others it may be extremely distressing. A Campus and Community Resource List 
will be provided to participants and is the only assistance available to participants who experience distress from 
participating in this study. You will not receive any direct benefits from participating in this research. However, 
your participation may help researchers and clinicians understand the relationship experiences in college students. 
 
Confidentiality:  Only the principal researchers will have access to consent forms that indicate your identity. There 
will be no personally identifying information such as name on the questionnaire packet.  In the event of 
presentations or publications of this research, no personally identifying information will be disclosed. To make sure 
your participation is confidential, please do not provide any personally identifying information on the questionnaires 
and place your signed consent form and questionnaire packet in separate places. 
 
Who to Contact with Questions:  Questions about this research study should be directed to the primary investigator 
and person in charge, Dr. Stephen J. Notaro, Lecturer in Kinesiology and Community Health.  He can be reached at 
217-265-6232 or email at snotaro@illinois.edu.  You are welcome to call collect if you identify yourself as a 
research participant.  Questions about this research study can also be directed to the graduate student conducting the 
research, Miranda Sue Terry, M.S., at msterry@illinois.edu. In the event of a research-related injury or to voice a 
concern or complaint, please contact Dr. Kim Graber, Associate Professor in Kinesiology and Community Health. 
She can be research at 217-333-2697. If you have any questions about your rights as a participant in this study or 
any concerns or complaints, please contact the University of Illinois Institutional Review Board at 217-333-2670 
(collect calls will be accepted if you identify yourself as a research participant) or via email at irb@illinois.edu. You 
will receive a copy of this consent form. 
 
I certify that I am over 18, have read this form, and volunteer to participate in this research study. 
 
Please print name: ______________________________________________________________________________ 
 
Signature:     _____________________________________________________________  Date:   _______________ 
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B.2 For Students in Large Classes 
 
 
Consent Form for College Student Participant 
 
Purpose and Procedures:  This study, conducted by Miranda Sue Terry, M.S., graduate student at the 
University of Illinois at Urbana-Champaign, and supervised by Stephen J. Notaro, Ph.D., is intended to 
assess college students' health and their experiences with relationships. We are interested in relationship 
experiences. For example, the survey will ask about any problems you may have experienced in the last 
year with your intimate partner (current or former), such as conflict or emotional, physical, and sexual 
violence. If you agree to take part in this research, you will be asked to complete a one-time, survey 
questionnaire packet. This will take about 20 - 60 minutes.   
 
Voluntariness:  Your participation in this research is voluntary. You may refuse to participate, discontinue 
participation, or skip any questions you do not wish to answer at any time without penalty or loss of the 
benefits to which you are otherwise entitled. Your decision will not affect your grades or status at this 
university. 
 
Risks and Benefits:  The impact of thinking about things that are unpleasant can vary from person to 
person. To some it may be beneficial but to others it may be extremely distressing. A Campus and 
Community Resource List will be provided to participants and is the only assistance available to 
participants who experience distress from participating in this study. You will not receive any direct 
benefits from participating in this research. However, your participation may help researchers and 
clinicians understand the relationship experiences in college students. 
 
Confidentiality:  Only the principal researchers will have access to consent forms that indicate your 
identity. There will be no personally identifying information such as name on the questionnaire packet.  In 
the event of presentations or publications of this research, no personally identifying information will be 
disclosed. To make sure your participation is confidential, please do not provide any personally 
identifying information on the questionnaires and place your signed consent form and questionnaire 
packet in separate places. 
 
Who to Contact with Questions:  Questions about this research study should be directed to the primary 
investigator and person in charge, Dr. Stephen J. Notaro, Lecturer in Kinesiology and Community Health.  
He can be reached at 217-265-6232 or email at snotaro@illinois.edu.  You are welcome to call collect if 
you identify yourself as a research participant.  Questions about this research study can also be directed to 
the graduate student conducting the research, Miranda Sue Terry, M.S., at msterry@illinois.edu. In the 
event of a research-related injury or to voice a concern or complaint, please contact Dr. Kim Graber, 
Associate Professor in Kinesiology and Community Health. She can be research at 217-333-2697. If you 
have any questions about your rights as a participant in this study or any concerns or complaints, please 
contact the University of Illinois Institutional Review Board at 217-333-2670 (collect calls will be 
accepted if you identify yourself as a research participant) or via email at irb@illinois.edu. You will 
receive a copy of this consent form. 
 
I certify that I am over 18, have read this form, and volunteer to participate in this research study. 
 
Please print name: ____________________________________________________________________ 
 
Signature:     _____________________________________________________  Date:   ______________ 
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APPENDIX C: QUANTITATIVE SURVEY PACKET 
*** Font size and spacing between items changed here to fit within margin specification ***  
 
Participation ID Number: ____________________ 
I. Demographics/Background: 
 
a) How do you define your gender? _______________________________________________________________ 
 
b) How old are you? ___________________________________________________________________________ 
 
c) How do you identify your race/ethnicity? (Select all that apply) 
1) African American/Black 
2) American Indian/Alaska Native 
3) Hawaiian Native/Pacific Islander 
4) Hispanic/Latina/o 
5) Caucasian (White) 
6) Other: _____________________________ 
 
d) Do you have a disability? 
1) No 
2) Yes 
a. What is your primary disability? ____________________________________________________ 
b. Would you classify your disability as severe, moderate, or mild? 
1) Severe 
2) Moderate 
3) Mild 
4) Other: _____________________________________________________________________ 
 
e) Are you currently in a romantic relationship? 
1) Yes 
2) No 
3) Openly dating 
4) No, I have never been in a romantic relationship 
5) Other: ________________________________________________________________________________ 
 
f) How many romantic relationships (intimate partners) have you had in the past year? ______________________ 
 
g) How do you identify your sexual orientation? _____________________________________________________ 
 
h) Do you utilize Personal Assistant (PA) services? (1) No  (2) Yes 
a. If ‘Yes,’ how many do you employ? _____________________________________________________ 
b. Do you have a back-up PA available in case of emergencies? 
1) Yes 
2) No 
3) Yes, but only through floater PA system the University has 
4) Other: _____________________________________________________________________ 
 
i) What year are you in school? 
1) Freshman 2) Sophomore 3) Junior 4) Senior 5) Graduate 6) Other: __________________________________ 
 
j) What is your annual income? __________________________________________________________________ 
 
k) What are your monetary sources (e.g., job, financial aid, SSDI)? ______________________________________ 
 
 
79 
 
II. Abuse Experiences 
 
1. Have you ever been emotionally abused? 
a. No 
b. Yes 
Please tell me about your experience(s). Please use as much time as you need to answer. 
i) Please provide an example(s) of your experiences. ____________________________________ 
_______________________________________ (please use back of page if more room is needed) 
ii) How old you were when it started/ended? __________________________________________ 
iii) How often did it occur? ________________________________________________________ 
iv) Relation of the abuser to you (e.g., friend, brother, doctor, personal assistant, stranger)? 
_______________________________________________________________________________ 
v) Did you tell anyone about it (e.g., parents, McKinley, police)? Was anything done about it, and 
if so, what? _____________________________________________________________________ 
_______________________________________(please use back of page if more room is needed) 
 
2. Have you ever been physically abused? 
a. No 
b. Yes 
Please tell me about your experience(s). Please use as much time as you need to answer. 
i) Please provide an example(s) of your experiences. __________________________________ 
_____________________________________ (please use back of page if more room is needed) 
ii) How old you were when it started/ended? _________________________________________ 
iii) How often did it occur? _______________________________________________________ 
iv) Relation of the abuser to you (e.g., friend, brother, doctor, personal assistant, stranger)? 
______________________________________________________________________________ 
v) Did you tell anyone about it (e.g., parents, McKinley, police)? Was anything done about it, and 
if so, what? _____________________________________________________________________ 
_______________________________________(please use back of page if more room is needed) 
 
3. Have you ever been sexually abused? 
a. No 
b. Yes 
Please tell me about your experience(s). Please use as much time as you need to answer. 
i) Please provide an example(s) of your experiences. ____________________________________ 
_______________________________________ (please use back of page if more room is needed) 
ii) How old you were when it started/ended? __________________________________________ 
iii) How often did it occur? ________________________________________________________ 
iv) Relation of the abuser to you (e.g., friend, brother, doctor, personal assistant, stranger)? 
_______________________________________________________________________________ 
v) Did you tell anyone about it (e.g., parents, McKinley, police)? Was anything done about it, and 
if so, what? _____________________________________________________________________ 
_______________________________________ (please use back of page if more room is needed) 
 
4. Would you like to see an abuse screening tool, which may involve a nurse or physician at McKinley Student 
Health Services routinely asking patients if they are currently experiencing certain abusive acts or additional 
questions on the Patient’s Health Form, implemented at McKinley Student Health Services? 
a. No 
b. Yes 
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5. How would you feel about being screened for abuse by a campus provider (e.g., nurse at McKinley)? 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
 
III. Behavioral Experiences 
 
1. Have you experienced any of the following: words or behaviors intended to hurt you, such as 
abandonment, accusations, belittling, controlling, corruption, damaging property, dominance, 
exploitation, harming of your self-worth, humiliation, ignoring, intimidation, isolation, name calling, 
put-downs, severely rejected, stalking, terrorizing, threats, threats of abandonment, threatening your 
current intimate partner by your former intimate partner, threatening of possessions or loved ones, 
including pets, verbally attacking, or withholding of care (e.g., take medication such as birth control). 
a. No 
b. Yes 
i) Please tell me about your experience(s). Please use as much time as you need to answer. 
__________________________________________________________________________ 
__________________________________ (please use back of page if more room is needed) 
ii) How old you were when it started/ended? ________________________________________ 
iii) How often did it occur? _______________________________________________________ 
iv) Relation of the person who did these to you (e.g., friend, brother, doctor, personal assistant, 
stranger)? __________________________________________________________________ 
v) Did you tell anyone about it (e.g., parents, McKinley, police)? Was anything done about it, 
and if so, what? _____________________________________________________________ 
__________________________________ (please use back of page if more room is needed) 
  
2. Have you experienced any of the following: the intentional use of physical force that has the potential to 
harm or kill such as deprivation of food or water, hitting, slapping, stabbing, choking, burning, biting, 
limiting mobility, restraining, throwing objects, or otherwise physically assaulting. 
a. No 
b. Yes 
i) Please tell me about your experience(s). Please use as much time as you need to answer. 
_________________________________________________________________________ 
__________________________________ (please use back of page if more room is needed) 
ii) How old you were when it started/ended? _______________________________________ 
iii) How often did it occur? ______________________________________________________ 
iv) Relation of the person who did these to you (e.g., friend, brother, doctor, personal assistant, 
stranger)? _________________________________________________________________ 
v) Did you tell anyone about it (e.g., parents, McKinley, police)? Was anything done about it, 
and if so, what? _____________________________________________________________ 
__________________________________ (please use back of page if more room is needed) 
 
3. Have you experienced any of the following: being forced, threatened, or deceived into sexual activities 
ranging from nonconsensual completed or attempted penetration, unwanted non-penetrative sexual 
contact, or noncontact acts such as verbal sexual harassment. 
a. No 
b. Yes 
i) Please tell me about your experience(s). Please use as much time as you need to answer. 
_______________________________________________________________________ 
________________________________ (please use back of page if more room is needed) 
81 
 
ii) How old you were when it started/ended? ________________________________________ 
iii) How often did it occur? _______________________________________________________ 
iv) Relation of the person who did these to you (e.g., friend, brother, doctor, personal assistant, 
stranger)? __________________________________________________________________ 
v) Did you tell anyone about it (e.g., parents, McKinley, police)? Was anything done about it, 
and if so, what? _____________________________________________________________ 
__________________________________ (please use back of page if more room is needed) 
 
IV. Relationship Surveys 
 
B. First Questionnaire: AAS-D 
 
1. Within the last year, have you been hit, slapped, kicked, pushed, shoved or otherwise physically hurt 
by someone?  
Yes ____ No____ 
 
If Yes, who? (Circle all that apply) 
* Current Intimate Partner * Former Intimate Partner * Personal Assistant * Other: ____________________ 
Please describe: _________________________________________________________________________ 
_______________________________________________________________________________________ 
 
2. Within the last year, has anyone forced you to have sexual activities?  
Yes ____ No____ 
 
If Yes, who? (Circle all that apply) 
* Current Intimate Partner * Former Intimate Partner * Personal Assistant * Other: ____________________ 
Please describe: _________________________________________________________________________ 
_______________________________________________________________________________________ 
 
3. Within the last year, has anyone prevented you from using a wheelchair, cane, respirator, or other 
assistive devices?  
Yes ____ No____ 
 
If Yes, who? (Circle all that apply) 
* Current Intimate Partner * Former Intimate Partner * Personal Assistant * Other: ____________________ 
Please describe: _________________________________________________________________________ 
_______________________________________________________________________________________ 
 
4. Within the last year, has anyone you depend on refused to help you with an important personal need, 
such as taking your medicine, getting to the bathroom, getting out of bed, bathing, getting dressed, or 
getting food or drink?  
Yes ____ No____ 
 
If Yes, who? (Circle all that apply) 
* Current Intimate Partner * Former Intimate Partner * Personal Assistant * Other: ____________________ 
Please describe: _________________________________________________________________________ 
_______________________________________________________________________________________ 
This instrument was developed and tested by the Center for Research on Women with Disabilities with funding from 
the Centers for Disease Control and Prevention, (UHSP RO4/CCR614142), Margaret A. Nosek, Ph.D., Principal 
Investigator.  
This instrument was used for this study with permission from Dr. Nosek. 
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C. Second Questionnaire: CTS2 
 
(Per licensing agreement, four representative items have been selected from the CTS2. Please refer to the 
Western Psychological Services website for a complete version of this screening tool.) 
 
Directions: No matter how well a couple gets along, there are times they disagree, get annoyed with the 
other person, want different things from each other, or just have spats or fights because they are in a bad 
mood, are tired, or for some other reason. Couples also have many different ways of trying to settle their 
differences. This is a list of things that might happen when you have differences. Please circle how many 
times your partner did each of these things in the past year. If your partner did not do one of these things in 
the past year, but it happened before that, circle “7.” 
 
How often did this happen? 
 
1 = Once in the past year   5 = 11-20 times in the past year 
2 = Twice in the past year   6 = More than 20 times in the past year 
3 = 3-5 times in the past year  7 = Not in the past year, but it did happen before 
4 = 6-10 times in the past year  0 = This has never happened 
 
 
 
 
 
V. Health Survey: MOS SF-36 
 
This survey was reprinted with the permission of QualityMetric. License information is as follows: Subject to the 
terms of this Agreement, including the QualityMetric Non-Commercial License Terms and Conditions attached as 
Appendix A: (a) QM grants to Licensee, and Licensee accepts, a non-exclusive, non-transferable, non-assignable, 
nonsublicensable worldwide license to use, solely for the Approved Use and during the License Term, the Licensed 
Surveys in the authorized Modes and Approved Languages indicated on Appendix B and to administer the Licensed 
Surveys only up to the Approved Administrations (and to make up to such number of exact reproductions of the 
Licensed Surveys necessary to support such administrations) in any combination of the specific Licensed Surveys 
and Approved Languages and Modes and to use any related software provided by QM and (b) Licensee agrees to 
pay the Fee and other applicable charges in accordance with the attached invoice. 
 
Filename: University of Illinois at Urbana-Champaign - Miranda Sue Terry - license agreement - QM013310 
Lic. No.: QM013310 University of Illinois at Urbana-Champaign 
Template: OGSR Unfunded Student LA - 2011-01-28 
 
 
1. I showed my partner I cared even though we disagreed 1 2 3 4 5 6 7 0 
11. I had a sprain, bruise, or small cut because of a fight with my 
partner 1 2 3 4 5 6 7 0 
23. I passed out from being hit on the head by my partner in a 
fight 1 2 3 4 5 6 7 0 
26. My partner called me fat or ugly 1 2 3 4 5 6 7 0 
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1. In general, would you say 
your health is: 
Excellent 1 
Very good  2 
Good 3 
Fair 4 
Poor 5 
2. Compared to one year ago, 
how would you rate your health in general now? 
Much better now than one year ago 1 
Somewhat better now than one year ago 2 
About the same 3 
Somewhat worse now than one year ago 4 
Much worse now than one year ago 5 
 
 
The following items are about activities you might do during a typical day. Does your health now limit you in 
these activities? If so, how much? (Circle One Number on Each Line) 
 Yes, Limited a 
Lot 
Yes, Limited a 
Little 
No, Not 
limited at All  
3. Vigorous activities, such as running, lifting heavy objects, 
participating in strenuous sports 
[1]  [2]  [3]  
4. Moderate activities, such as moving a table, pushing a 
vacuum cleaner, bowling, or playing golf 
[1]  [2]  [3]  
5. Lifting or carrying groceries [1]  [2]  [3]  
6. Climbing several flights of stairs [1]  [2]  [3]  
7. Climbing one flight of stairs [1] [2] [3] 
8. Bending, kneeling, or stooping [1] [2] [3] 
9. Walking more than a mile [1]  [2]  [3]  
10. Walking several blocks  [1]  [2]  [3]  
11. Walking one block [1] [2] [3]  
12. Bathing or dressing yourself [1] [2] [3] 
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During the past 4 weeks, have you had any of the following problems with your work or other regular daily 
activities as a result of your physical health? (Circle One Number on Each Line) 
 Yes  No  
13. Cut down the amount of time you spent on work or other activities 1  2  
14. Accomplished less than you would like 1  2  
15. Were limited in the kind of work or other activities  1  2  
16. Had difficulty performing the work or other activities (for example, it took extra effort)  1 2  
 
During the past 4 weeks, have you had any of the following problems with your work or other regular daily 
activities as a result of any emotional problems (such as feeling depressed or anxious)? (Circle One Number on 
Each Line) 
 Yes No 
17. Cut down the amount of time you spent on work or other activities 1  2  
18. Accomplished less than you would like 1  2  
19. Didn't do work or other activities as carefully as usual 1 2 
 
 
20. During the past 4 weeks, to what extent has your physical health or emotional problems interfered with your 
normal social activities with family, friends, neighbors, or groups?  
 (Circle One Number) 
1 - Not at all 
2 - Slightly 
3 - Moderately 
4 - Quite a bit 
5 – Extremely 
 
 
21. How much bodily pain have you had during the past 4 weeks? (Circle One Number) 
1 - None 
2 - Very mild 
3 - Mild 
4 - Moderate 
5 - Severe 
6 - Very severe 
 
 
 
22. During the past 4 weeks, how much did pain interfere with your normal work (including both work outside 
the home and housework)? (Circle One Number) 
1 - Not at all 
2 - A little bit 
3 - Moderately 
4 -  Quite a bit 
5 – Extremely 
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These questions are about how you feel and how things have been with you during the past 4 weeks. For each 
question, please give the one answer that comes closest to the way you have been feeling. 
How much of the time during the past 4 weeks . . .(Circle One Number on Each Line) 
 All of the 
Time 
Most of the 
Time 
A Good Bit 
of the Time 
Some of 
the Time 
A Little of 
the Time 
None of 
the Time 
23. Did you feel full of pep? 1  2  3  4  5  6  
24. Have you been a very nervous 
person? 
1  2  3  4  5  6  
25. Have you felt so down in the 
dumps that nothing could cheer 
you up? 
1  2  3  4  5  6  
26. Have you felt calm and 
peaceful? 
1  2  3  4  5  6  
27. Did you have a lot of energy? 1  2  3  4  5  6  
28. Have you felt downhearted and 
blue? 
1  2  3  4  5  6  
29. Did you feel worn out? 1  2  3  4  5  6  
30. Have you been a happy person? 1  2  3  4  5  6  
31. Did you feel tired?  1  2  3  4  5 6 
 
32. During the past 4 weeks, how much of the time has your physical health or emotional problems interfered 
with your social activities (like visiting with friends, relatives, etc.)? (Circle One Number) 
1- All of the time 
2 - Most of the time 
3 - Some of the time 
4 - A little of the time 
5- None of the time 
 
How TRUE or FALSE is each of the following statements for you. (Circle One Number on Each Line) 
 Definitely 
True 
Mostly 
True  
Don't 
Know  
Mostly False  Definitely 
False  
33. I seem to get sick a little easier than 
other people  
1  2  3  4  5  
34. I am as healthy as anybody I know  1  2  3  4  5  
35. I expect my health to get worse  1  2  3  4  5  
36. My health is excellent  1  2  3  4  5  
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APPENDIX D: TABLES 
D.1 Abuse and Race/Ethnicity Table 
Abuse and Race/Ethnicity 
Abuse Race/Ethnicity 
 African American/ 
Black 
American Indian/ 
Alaska Native 
Hispanic/ 
Latina 
Caucasian 
(White) 
Asian Other Total 
AAS-D Q1 – Physical Abuse 
No 5 1 18 68 7 3 102 
Yes 2 0 0 7 0 1 10 
AAS-D Q2 – Sexual Abuse 
No 5 1 18 74 7 4 109 
Yes 2 0 0 1 0 0 3 
CTS2 
Ever Emotional Abuse * 
No 1 0 5 25 4 4 39 
Yes 6 1 13 50 3 0 73 
CTS2  
Ever Physical Abuse 
No 2 1 14 60 5 4 86 
Yes 5 0 4 15 2 0 26 
CTS2  
Ever Sexual Abuse 
No 3 1 12 42 6 3 67 
Yes 4 0 6 33 1 1 45 
CTS2 
Past Year Emotional Abuse * 
No 1 0 9 29 4 4 47 
Yes 6 1 9 46 3 0 65 
CTS2 
Past Year Physical Abuse * 
No 2 1 16 62 5 4 90 
Yes 5 0 2 13 2 0 22 
CTS2 
Past Year Sexual Abuse 
No 3 1 13 50 6 3 76 
Yes 4 0 5 25 1 1 36 
Direct Emotional Abuse Question 
No 5 1 14 65 6 3 94 
Yes 2 0 4 10 1 1 18 
Direct Physical Abuse Question 
No 5 1 18 71 7 3 105 
Yes 2 0 0 4 0 1 7 
Direct Sexual Abuse Question 
No 6 1 13 68 7 3 98 
Yes 1 0 5 7 0 1 14 
Study-specific Emotional Abuse Screening Question 
No 3 1 9 46 4 2 65 
Yes 4 0 9 28 3 2 46 
No 
Response 
0 0 0 1 0 0 1 
Study-specific Physical Abuse Screening Question 
No 6 1 15 70 7 3 102 
Yes 1 0 3 5 0 1 10 
Study-specific Sexual Abuse Screening Question 
No 6 1 14 67 7 4 99 
Yes 1 0 4 7 0 0 12 
NOTE: AAS-D Questions 3 and 4 are not reported as no one answered yes 
* denotes statistically significant, p < 0.05 
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D.2 Differences of Abuse Among Women without Disabilities Compared to Women With 
Disabilities Table 
Differences of Abuse Rates Among Women Without Disabilities Compared to Women with Disabilities 
Abuse Disability 
 No Yes Total 
AAS-D Q1 – Physical Abuse 
No  92 10 102 
Yes 8 2 10 
AAS-D Q2 – Sexual Abuse 
No  97 12 109 
Yes 3 0 3 
CTS2 
Ever Emotional Abuse * 
No 31 8 39 
Yes 69 4 73 
CTS2 
Ever Physical Abuse 
No  76 10 86 
Yes 24 2 26 
CTS2 
Ever Sexual Abuse 
No  60 7 67 
Yes 40 5 45 
CTS2 
Past Year Emotional Abuse 
No  39 8 47 
Yes 61 4 65 
CTS2 
Past Year Physical Abuse 
No  80 10 90 
Yes 20 2 22 
CTS2 
Past Year Sexual Abuse 
No  68 8 76 
Yes 32 4 36 
Direct Emotional Abuse Question 
No  84 10 94 
Yes 16 2 18 
Direct Physical Abuse Question 
No  94 11 105 
Yes 6 1 7 
Direct Sexual Abuse Question 
No  88 10 98 
Yes 12 2 14 
Study-specific Emotional Abuse Screening Question 
No  59 6 65 
Yes 40 6 46 
Study-specific Physical Abuse Screening Question 
No  91 11 102 
Yes 9 1 10 
Study-specific Sexual Abuse Screening Question 
No 91 8 99 
Yes 9 3 12 
NOTE: AAS-D Questions 3 and 4 are not reported as no one answered yes 
* denotes statistically significant, p < 0.05 
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D.3 Difference of Abuse Rates Among Women Without Disabilities Compared to Women With 
Mobility Impairments 
Differences of Abuse Rates Among Women Without Disabilities Compared to Women with Mobility Impairments 
Abuse Disability 
 No Yes Total 
AAS-D Q1 – Physical Abuse 
No  92 7 99 
Yes 8 1 9 
AAS-D Q2 – Sexual Abuse 
No  97 8 105 
Yes 3 0 3 
CTS2 
Ever Emotional Abuse * 
No 31 7 38 
Yes 69 1 70 
CTS2 
Ever Physical Abuse 
No  76 7 83 
Yes 24 1 25 
CTS2 
Ever Sexual Abuse 
No  60 6 66 
Yes 40 2 42 
CTS2 
Past Year Emotional Abuse * 
No  39 8 47 
Yes 61 4 65 
CTS2 
Past Year Physical Abuse 
No  80 7 87 
Yes 20 1 21 
CTS2 
Past Year Sexual Abuse 
No  68 6 74 
Yes 32 2 34 
Direct Emotional Abuse Question 
No  84 7 91 
Yes 16 1 17 
Direct Physical Abuse Question 
No  94 8 102 
Yes 6 0 6 
Direct Sexual Abuse Question 
No  88 7 95 
Yes 12 1 13 
Study-specific Emotional Abuse Screening Question 
No  59 6 65 
Yes 40 2 42 
Study-specific Physical Abuse Screening Question 
No  91 8 99 
Yes 9 0 9 
Study-specific Sexual Abuse Screening Question 
No 91 5 96 
Yes 9 2 11 
NOTE: AAS-D Questions 3 and 4 are not reported as no one answered yes 
* denotes statistically significant, p < 0.05 
 
 
 
89 
 
D.4 Effects of Abuse on Mental Health Table 
Effects of Abuse on Mental Health 
 
Women 
Predictors 
(Abuse 
Question) 
 
R 
 
R2 
 
ANOVA 
F 
 
ANOVA 
Sig 
Standardized 
Coefficients 

 
t 
 
Sig. 
Ever Emotional Abuse 
All CTS2 Ever  
.199 
 
.040 
 
1.472 
 
.226 
-.039 -.411 .682 
 Direct Abuse Q -.181 -1.851 .067 
 Created Abuse Q .121 1.242 .217 
 
Without 
Disabilities 
CTS2 Ever  
.143 
 
.020 
 
.658 
 
.580 
.002 .016 .988 
Direct Abuse Q -.120 -1.145 .255 
Created Abuse Q .112 1.069 .288 
 
With 
Disabilities 
CTS2 Ever  
.696 
 
.484 
 
2.499 
 
.134 
-.127 -.307 .767 
Direct Abuse Q -.423 -1.291 .233 
Created Abuse Q -.267 -.742 .479 
Ever Physical Abuse *,a 
 
All 
AAS-D Q1  
.298 
 
.089 
 
2.590 
 
.041 
.163 1.519 .132 
CTS2 Ever .073 .726 .469 
Direct Abuse Q -.180 -1.275 .205 
Created Abuse Q -.045 -.343 .732 
 
Without 
Disabilities 
AAS-D Q1  
.249 
 
.062 
 
1.556 
 
.193 
.085 .748 .456 
CTS2 Ever .067 .608 .545 
Direct Abuse Q -.202 -1.392 .167 
Created Abuse Q -.033 -.248 .805 
 
With 
DisabilitiesN1 
AAS-D Q1  
.647 
 
.419 
 
1.925 
 
.204 
.838 1.703 .127 
CTS2 Ever .239 .652 .533 
Direct Abuse Q .177 .388 .708 
Ever Sexual Abuse 
 
All 
AAS-D Q2  
.195 
 
.038 
 
1.045 
 
.387 
-.091 -.919 .360 
CTS2 Ever -.057 -.587 .558 
Direct Abuse Q -.154 -1.535 .128 
Created Abuse Q .083 .873 .385 
 
Without 
Disabilities 
AAS-D Q2  
.135 
 
.018 
 
.435 
 
.783 
 
-.090 -.818 .416 
CTS2 Ever .017 .159 .874 
Direct Abuse Q -.096 -.725 .470 
Created Abuse Q -.057 -.406 .686 
 
With 
DisabilitiesN2 
CTS2 Ever  
.689 
 
.475 
 
2.411 
 
.142 
-.536 -2.023 .078 
Direct Abuse Q -.307 -1.186 .270 
Create Abuse Q .140 .526 .613 
Past Year Emotional Abuse *,b 
 
All 
CTS2 Past Year 
Emotional Abuse 
 
.034 
 
.001 
 
.127 
 
.722 

-.034 
 
-.357 
 
.722 
Without 
Disabilities 
CTS2 Past Year 
Emotional Abuse 
 
.025 
 
.001 
 
.058 
 
.810 
 
.025 
 
.242 
 
.810 
With 
Disabilities 
CTS2 Past Year 
Emotional Abuse 
 
.584 
 
.341 
 
5.166 
 
.046 
 
-.584 
 
-2.273 
 
.046 
Past Year Physical Abuse 
 
All 
AAS-D Q1  
.232 
 
.054 
 
3.062 
 
.051 
.248 2.428 .017 
CTS2 Past Year .053 .524 .601 
Without 
Disabilities 
AAS-D Q1  
.147 
 
.022 
 
1.065 
 
.349 
.156 1.412 .161 
CTS2 Past Year .026 .233 .817 
With 
Disabilities 
AAS-D Q1  
.639 
 
.408 
 
3.105 
 
.094 
.685 2.448 .037 
CTS2 Past Year .154 .550 .596 
 
 
D.4 Table continues on the next page 
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D.4 Effects of Abuse on Mental Health Table (cont) 
Past Year Sexual Abuse 
 
All 
AAS-D Q2  
.062 
 
.004 
 
.208 
 
.813 
-.038 -.396 .693 
CTS2 Past Year .044 .457 .649 
Without 
Disabilities 
AAS-D Q2  
.113 
 
.013 
 
.617 
 
.542 
-.029 -.285 .777 
CTS2 Past Year .105 1.028 .307 
With 
DisabilitiesN2 
CTS2 Past Year .375 .141 1.636 .230 -.375 -1.279 .230 
N1 NOTE: Created Physical Abuse question was excluded from regression analysis due to only 1 participant checking “yes” 
N2 NOTE: AAS-D Q2 Sexual Abuse question was excluded from regression analysis due to 0 participants checking “yes” 
* denotes statistically significant, p < 0.05 
a all women who had ever experienced physical abuse (R2 = .089, F(4, 106) = 2.59, p = 0.041); however, all of the predictor 
variables of the different abuse screening questions are not statistically significant on mental health. 
b women with disabilities who had experienced emotional abuse within the  past year (R2 = .34, F(1,10) = 5.17, p = 0.046); As 
positively screened for through the CTS2, past year emotional abuse was found to significantly impact mental health statuses ( = 
-.534, t(10) = -2.273, p = 0.046). 
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D.5 Effects of Abuse on Physical Health Table 
 
Effects of Abuse on Physical Health 
 
Women 
Predictors 
(Abuse 
Question) 
 
R 
 
R2 
 
ANOVA 
F 
 
ANOVA 
Sig 
Standardized 
Coefficients 
 
 
t 
 
Sig. 
Ever Emotional Abuse 
 
All 
CTS2 Ever  
.185 
 
.034 
 
1.262 
 
.291 
-.085 -.885 .378 
Direct Abuse Q -.160 -1.631 .106 
Created Abuse Q .055 .566 .573 
 
Without 
Disabilities 
CTS2 Ever  
.139 
 
.019 
 
.623 
 
.602 
-.097 -.947 .346 
Direct Abuse Q -.099 -.943 .348 
Created Abuse Q .041 .386 .701 
 
With 
Disabilities 
CTS2 Ever  
.742 
 
.550 
 
3.259 
 
.081 
-.122 -.290 .779 
Direct Abuse Q -.780 -2.547 .034 
Created Abuse Q .388 1.157 .281 
Ever Physical Abuse *,a 
 
 
All 
AAS-D Q1  
.288 
 
.083 
 
 
2.394 
 
.055 
 
-.193 -1.799 .075 
CTS2 Ever -.246 -2.445 .016 
Direct Abuse Q -.214 -1.510 .134 
Created Abuse Q .130 .995 .322 
 
Without 
Disabilities 
AAS-D Q1  
.363 
 
.131 
 
3.557 
 
.010 
-.328 -3.011 .003 
CTS2 Ever -.280 -2.643 .010 
Direct Abuse Q -.212 -1.519 .132 
Created Abuse Q -.180 1.296 .198 
With 
DisabilitiesN1 
AAS-D Q1  
.701 
 
.491 
 
2.576 
 
.127 
.601 1.305 .228 
CTS2 Ever -.195 -.569 .585 
Direct Abuse Q .002 .006 .996 
Ever Sexual Abuse 
 
 
All 
AAS-D Q2  
.229 
 
.052 
 
1.461 
 
 
.219 
 
.054 .545 .587 
CTS2 Ever -.104 -1.083 .281 
Direct Abuse Q -.075 -.754 .453 
Created Abuse Q -.173 -1.821 .071 
 
Without 
Disabilities 
AAS-D Q2  
.176 
 
.031 
 
.748 
 
.562 
.045 .409 .683 
CTS2 Ever -.055 -.515 .608 
Direct Abuse Q .031 .236 .814 
Created Abuse Q -.148 -1.065 .290 
 
With 
DisabilitiesN2 
CTS2 Ever  
.599 
 
.359 
 
1.492 
 
.289 
-.324 -1.108 .300 
Direct Abuse Q -.262 -.916 .386 
Created Abuse Q -.547 -1.856 .101 
Past Year Emotional Abuse 
All CTS2 Past Year .099 .010 1.072 .303 -.099 -1.035 .303 
Without 
Disabilities 
CTS2 Past Year .092 .008 .830 .365 -.092 -.911 .365 
With 
Disabilities 
CTS2 Past Year .331 .110 1.232 .293 -.331 -1.110 .293 
Past Year Physical Abuse *,b, c 
 
All 
AAS-D Q1  
.271 
 
.047 
 
2.675 
 
.073 
-.137 -1.335 .185 
CTS2 Past Year -.231 -2.263 .026 
Without 
Disabilities 
AAS-D Q1  
.299 
 
.090 
 
4.723 
 
.011 
-.282 -2.644 .010 
CTS2 Past Year -.266 -2.502 .014 
With 
Disabilities 
AAS-D Q1  
.701 
 
.491 
 
4.346 
 
.048 
-.196 -.757 .468 
CTS2 Past Year .599 2.309 .046 
 
 
D.5 Table continues on the next page 
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D.5 Effects of Abuse on Physical Health Table (cont.) 
 
N1 NOTE: Created Physical Abuse question was excluded from regression analysis due to only 1 participant checking “yes” 
N2 NOTE:  AAS-D Q2 Sexual Abuse question was excluded from regression analysis due to 0 participants checking “yes” 
* denotes statistically significant, p < 0.05  
a women without disabilities who have ever experienced physical abuse (R2 = 0.13, F(4,94) = 3.56, p = 0.01); however, only two 
abuse screening tools for physical abuse were found to significantly impact physical health statuses: AAS-D Physical Abuse 
Question (Q1) ( = -0.33, t(94) = -3.01, p = 0.003) and CTS2 Ever Physical Abuse ( = -0.28, t(94) = -2.64, p = 0.01). 
b women without disabilities who have experienced physical abuse within the past year (R2 = 0.09, F(2,96) = 4.72, p = 0.011). 
Both abuse screening tools for past year physical abuse were found to significantly impact physical health statuses: AAS-D 
Physical Abuse Question (Q1) ( = -0.28, t(96) = -2.64, p = 0.01) and CTS2 Past Year Physical Abuse ( = -0.27, t(96) = -2.50, p 
= 0.014). 
c women with disabilities who have experienced physical abuse within the past year (R2 = 0.49, F(2,9) = 4.35, p = 0.048); 
however, only the AAS-D Physical Abuse question (Q1) was found to significantly impact physical health statuses of women 
with disabilities ( = 0.599, F(2,9) = 2.31, p = 0.046). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Past Year Sexual Abuse 
All AAS-D Q2  
.132 
 
.017 
 
.955 
 
.388 
.070 .724 .471 
CTS2 Past Year -.104 -1.081 .282 
Without 
Disabilities 
AAS-D Q2  
.148 
 
.022 
 
1.076 
 
.345 
.078 .767 .445 
CTS2 Past Year -.116 -1.140 .257 
With 
DisabilitiesN2 
 
CTS2 Past Year 
 
.004 
 
.000 
 
.000 
 
.990 
 
.004 
 
.013 
 
.990 
